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To  those  Obstetricuins  who  are  endeavouring,  by  asej 
methods,  to  do  for  Midwifery  what  has  already  been  d 
for    Surgery,    this   book    is    respectfully   dedicated    by 
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PKEFACE. 


Fob  diHiciilt  obstetrical  caHes  no  hospital  in  the  United 
Kingdom  can  compare  with  the  Glasgow  Maternity 
Hnspitftl.  DiiriDg  the  eleven  years  that  I  have  heen  on 
the  atftflf  my  experience  in  Obstetrics  has  l>een  both 
varied  and  extensive.  I  have  endeavoured  to  make  use 
of  these  exceptional  opiwrtnnities,  and  the  results  of  my 
i'Xperienct'  will  be  found  in  the  followint(  pages. 

1  think  it  will  \m'  generally  admitted  that  the  chnical 
teaeUiut;  of  midwifery  in  our  Schools  and  Universities 
is  in  a  most  unKatisfaetor)'  condition.  While  CHnical 
Medicine  and  Surgery  rightly  receive  a  large  amoimt  of 
attention,  the  tuKching  of  Midwifery  is  almoRt  entirely 
systematic.  The  attendance  on  twelve,  or  even  twenty, 
labours  uannot  be  connidered  a  Hulficient  Chnical  train- 
ing. The  fact  is.  graduati-s  have  to  gain  their  clinical 
experience  in  Midwifery  aftcT  they  liavt^  iHM^ome  (jualitied. 
This  is  not  a^  it  should  be.  and  it  is  high  time  for 
iitlcndHnce  in  the  wards  of  a  Maternity  Hospital  for  some 
months  to  l>e  made  compulsory. 

In  lft9H  a  very  heated  discussion  was  carried  on  in 
the  British  Medical  Journal^  initiated  by  a  paper  of 
mine  on  "  Aseptic  Midwifery ".  The  views  upheld  in 
that  [taper  were  severely  criticised  by  several  members  of 
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the  i)rofee8i<>n,  hut  not  a  single  teacher  raised  his  voice 
HgHinst  them.  For  the  benefit  uf  my  critics  and  othern, 
1  wish  to  fltate  that  an  extensive  later  experience  ban 
most  fully  demonstrated  the  superiority  '>f  aseptic,  ti>  nil 
other,  methitds.  What  asepsis  ha*i  dotin  for  Siirgt-ry  it  can 
and  will  do  for  Midwifery,  and  I  trust  that  the  day  is  not 
far  distant,  when  every  practitioner  or  m.idwife,  who  takes 
ujiun  hiniHolf  or  herself  thr  responsibility  of  attending 
woujen  in  labour,  will  realise  this,  and  act  accordingly. 
Then,  and  only  then,  will  puerperal  septicemia  become 
rare.  It  is  terrible  to  think  that  this  frightful  scourge 
is  still  so  deadly,  when  all  that  is  retjuired  to  check  its 
ravages   is  perfect  cloanlincss. 

The  illustrative  cases  given  have,  with  ver>'  few  ex- 
ceptions, been  treated  by  myself.  I  have  given  a  fairly 
large  number  in  connection  with  cardiac  disease,  in  order 
to  illustrate,  as  far  as  possible,  the  different  lesions.  This 
conditidit  is  very  inadequately  dealt  with  iu  luoHt  text- 
books, and  I  have,  therefore,  treated  of  it  at  some  length. 
As  regards  L'c!auit>sia,  I  have  given  full  records  of  twenty- 
one  cases.  ^>  that  each  reader  may  be  able  to  fonii  his 
own  conclusions.     In  my  hands  the  treatment  by  saline 

tinfusions  has  given  very  satisfactory  results,  and  I  can 
with  confidence  recommend  it. 

1  am  deeply  indebted  to  Dr.  W.  K.  Fothergill  for  his 

'kindness  in  allowing  me  the  use  of  so  many  of  his 
plates:  to  Dr.  W.  S.  Playfair,  Sir  J.  Halliday  Croom,  and 
Pr.  Berr>'  Hart,  also  for  the  use  of  plates;  to  L>r.  John 
Lindsay  for  many  admirable  drawings:  to  Messrs.  J. 
(Gardner  &  Sou  and  Messrs.  A.  Young  Jit  Son  for  the 
illustrations  of  inatrumeuts  :  to  Dr.  G.  Balfour  Marshall 
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CHAPTEB  I. 

INTRODUCTORY. 

The  science  of  medicine  has  made  immense  progress  during 
the  Ia»t  hundred  years,  and  in  no  department  is  this  progress 
more  marked  than  in  that  of  obstetrics.  Saoh  men  as  Amand. 
Grt^goire.  La  Motte,  Mannin<{ham,  Moss.  8meUie,  Boederer, 
and  the  Hunters  certainly  did  much  for  this  branch  of  the 
profession  In  the  eighteenth  oontury,  a  period  whioh  saw  tlie 
end  of  the  midwives'  furious  opposition  to  the  practice  of  mid- 
wifery by  men.  The  introduction  of  the  phantom  in  teaching, 
the  employment  and  improvement  of  the  force^ra,  iho  discovery 
of  the  decidua  reflexa.  the  researches  on  the  placenta,  and  the 
]>uhlication  of  the  atUa  of  the  gravid  uterus  were  undoubted] 
gains.  But  puerperal  fever  remained  the  same  terrible  scourge 
that  ii  had  been.  For  obstetricians  in  their  maternity  hospital 
v/ork  it  possessed  the  same  terrors  that  hospital  gangrene  and 
erysipelas  had  for  surgeons. 

The  year  1847  is  a  memorable  one  in  the  annals  of  ob- 
stetrics. During  that  year  two  discoveries  were  made  which 
have  robbed  childbed  of  two  of  its  groatest  terrors.  These 
discoveries  were  the  use  of  chloroform,  and  the  nature  of  puer- 
peral fever.  No  man  can  estimate  the  amount  of  suffering 
which  Sir  James  Y.  Simpson's  discovery  has  been  the  means 
of  alleviating.  The  second  discovery,  that  of  the  nature  of 
puorpoi-al  fever,  lias  saved  the  hvea  of  many  parturient  women. 
It  is  to  a  Hungarian  named  Semmelweis  that  we  owe  this  great  i 
boon.     IJo  was  assistant  to  the  First  \fidwifery  Cliniqne  in 
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Vienua.  In  the  Seconii  Midwifery  CUnique  the  women  wero 
attended  by  students,  while  in  the  First  they  were  entirel; 
under  the  care  of  midwives.  He  noticed  that  the  death  ra 
among  the  students'  cases  was  very  ranch  hij^her  than  araon 
the  midwives*.  In  seeking  for  an  explanation  of  this  fact 
light  was  suddenly  thrown  upon  the  subject  by  the  Uagic 
death  of  the  ProfusHor  of  Medical  .lurisprudenoe,  who  ha^l 
pricked  his  finger  at  a  post-mortem  examination  and  died  of 
blood  poisoning.  Semmelweis  recognised  that  his  colleague 
had  died  of  the  very  same  disease  that  was  causing  havoc  among 
parturient  women.  He  oarae  to  the  oonolusion  that  the  so- 
called  puerperal  fever  was  nothing  more  or  less  than  hlooH 
poisoning  in  a  puerperal  woman,  and  that  the  poison  gained 
entrance  to  the  system  through  some  pari  of  the  genital  tract, 
during  labour  or  the  puerperium.  The  explanation  of  the  high 
mortality  among  the  students'  cases  appeared  plain.  The  men 
were  conveying  infection  on  their  liands  to  their  patients,  from 
the  post-mortem  and  dissecting  rooms,  where  they  wero  work- 
ing. The  theorjf  was  put  to  the  proof  by  making  the  men 
wiish  their  hands  iu  solutions  of  chlorine  or  cliloride  of  lime, 
with  the  result  that  the  death  rate  quickly  fell  lower  than  thi 
among  the  midwives'  cases. 

One  would  imagine  that  such  an  imix)rtant  discovery  woi 
have  been  hailed  with  satisfaction,  but  unfortunately  this  wi 
not  the  case.  Some  accepted  it.  hut  the  fathers  of  the  profesaii 
did  not  relish  h«ing  told  that  they  had  l>een  conveying  infeotii 
to  their  patients  on  their  dirty  hands.  It  suited  them  better 
ascribe  outbreaks  of  puerperal  fever  to  the  hand  of  Provideni 
Bemnielweis  was  abused  and  his  discovery  scoffed  at. 
unfortunately  was  not  an  essentially  8tix)ng  man  like  Simpao 
Disappointed  and  embittered,  he  was  driven  from  Vienna,  am 
becoming  insane,  died  in  an  asylum  at  a  comparatively  early 
By  the  irony  of  (ate,  his  death  was  doe  to  blood  poisoning. 

To  him  belongs  the  honour  of  having  discovered  the  natu: 
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of  puerperal  fever,  and  also  of  having  adopted,  in  a  crude  way, 
the  aaeptic  methodis  which  are  so  largely  used  at  the  present 
time.  The  bacteriological  iDvestigations  of  recent  years  have 
oonfirmed  his  views.  By  their  mwins  sources  of  infection  of 
which  he  probably  knew  nothing  have  been  made  plain  to  ua, 
but  this  does  not  in  any  way  detract  from  the  importance  of 
his  disoox'ery. 

Antiseptic,  and  Utterly  aseptic,  methods  have  completely 
revolutionised  surgical  practice,  Ixith  in  hospital  and  private 
work.  In  midwifery*  hospital  work  the  results  have  been 
equally  good,  so  that  septicsemia  is  practically  banished  from 
all  well-conducted  maternity  hospitals.  About  private  work, 
judging  from  the  returns  of  the  Registrars-General,  the  same 
oaunot  l>e  said.  Puerperal  fever  is  still  far  too  common, 
The  mortality  fi-om  it  is  umcli  as  it  was  many  years  ago. 
While  the  mortality  is  high  the  morbidity,  as  gynteeologists 
can  testify,  is  also  very  great.  If  puerperal  sepsis  were  com- 
pletely  banished,  a  great  deal  of  g^miecological  work  would  be 
done  away  with.  If  surgeons  are  able  to  prevent  sepsis  in 
the  vactt  majority  of  their  cases,  there  seems  no  reason  why 
obstetricians  should  not  tw  able  to  do  the  same.  They  have 
done  it  in  the  maternity  liospitals,  which  at  one  time  wei^e  hot- 
beds of  infection,  and  they  should  be  able  to  do  the  same  in 
private  work  as  sucecsshiDy  as  the  surgeons  have  done.  That 
this  is  not  the  case  is  not  to  the  credit  of  the  profession. 

One  reason  why  the  results  in  surgery  are  so  good  is  beouuse 
the  great  bulk  of  the  work  is  done  by  speeialistf;.  Very  few 
general  practitioners  do  much  surgery,  but  almost  all  the 
midwifery  in  Scotland  is  done  by  them.  In  England  a  very 
large  amount  of  this  work  is  in  tho  hands  of  midwives.  many 
of  whom  are  quite  untrained.  If  midwifery  were  done  by 
speoiaUsts.  as  surgery  is,  no  doubt  there  would  be  n  great  ^ 
improvement.  In  cities  this  could  be  possible,  but  not  in 
oouniry  dialriobs.     In  the  hurry  of  general  praotioe  there  ma^ 
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be  difficulties  in  the  way  of  carrying  out  absolutely  aseptl 
methods,  such  as  are  found  necessary  iu  hospital  work,   bat 
this   is  certainly  no  excuse  for  the   abandoning   of  ordi 
cleanliness. 

The  act  of  parturition  may  be  said  to  be  a  physiological 
Among  primitive  people  tliis  is  perfectly  true,  and,  so  long 
as  the  process  is  left  to  nature,  they  experience  very  little  difl'i- 
culty  and  have  few  oases  of  sepsis.  Among  civilised  women, 
however,  in  very  many  instanoes,  it  borders  dangerously  on 
the  pathological.  Civilisation  has  introduced  many  factors  into 
our  lives  which  people  living  in  a  statp  of  natiwe  do  not  have 
to  reckon  with.  Nature  is  not  a  hard  task- mistress,  but  it  we 
infringe  her  laws,  we  must  be  prepared  to  pay  the  penalty. 

The  study  of  the  bacteriology  of  the  vagina  has  of  late  yeajrs 
thrown  much  light  upon  a  few  points,  and  undoubtedly  much 
more  will  be  learned  from  it.  It  is  of  the  utmost  importance 
to  decide  whether  the  vagina  is  septic  or  aseptic  at  the  onset  of 
labour.  If  it  is  se[)tic,  one  would  naturally  endeavour  to  render 
\t  aseptic,  and  if  it  is  aseptic,  one's  efforts  should  be  pot  foH.h 
to  keep  it  in  that  condition  during  labour  and  the  puerperiura. 
Many  experiments  have  been  carried  out  and  much  written  on 
the  fiubject.  After  a  large  number  of  elaborate  experiments, 
the  following  are  the  conclusions  to  whicli  Dr.  Whitridge 
Williams  of  Johns  Hopkins  Collego,  BaUimore,  has  come  ; — ' 

"  1.  We  agree  with  Krnnig  that  the  vaginal  secijtion  of 
pregnant  women  does  not  contain  the  usual  pyogenic  cooci, 
having  found  the  StfiphyliM^uccnit  ep'uhnntdU  alhun  only  twice 
in  ninety-two  cases,  hut  never  the  Streptococcus  pjfoffenes  or 
the  Stapkiflococcua  aureus  or  aibiis. 

"  2.  The  discrepancy  in  the  res^ults  of  the  various  iuvestigtvtors 
is  due  to  the  technique  by  which  the  secretion  is  obtained. 

"  3.  As  the  vagina  does  not  contain  pyogenic  cocci,  anto- 
infection  with  them  is  impossible ;  and  when  they  are  foai 

>.4meruxiti  Jottntal  <>/  Ob^fetncs,  vu\.  xxxvwS.,'^.  *^, 
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ID  the  puerperal  uteruB  they  have  been  introduced  from  with- 
out. 

"  4.  The  gonoooocuB  is  occaBionally  found  in  the  vAginal 
seoretionB,  and  during  the  puerperiam  may  extend  from  the 
cervix  into  the  uterus  and  tubes. 

•'5.  It  19  possible,  hut  not  yet  demonstrated,  that  in  very] 
rare  instances  the  vagina  may  contain  bacteria,  which  may 
give  rise  to  saprtemia  and  putrefactive  endometritis  by  auto- 
inieclion. 

"  6.  Death  from  puerperal  infection  is  always  due  to  iufeo- 
tion  from  without,  and  ts  usually  due  to  neglect  of  aseptic 
precaution  on  the  part  of  the  physician  and  nurse. 

"  7.  Pu6r(>eral  Infection  is  to  t>e  avoided  by  limiting  vaginal  j 
examinations   as    much  as  possible  tind    cultivating   external] 
palpation.     When  vaginal  examinations  are  to  be  made,  the 
external  genitalia  should  be  carefully  cleansed  and  disinfected, .J 
and  the   hands  rendered  as  aseptic  as  if   for  a    laparotomy. 
Vaginal  douches  are  not  necessar\',  and  arc  probably  harmful.''] 

We  may  take  it  that  at  the  onset  of  labour  the  vagina  iBl 
usually  aseptic.      It  is  bathed  with  mucus  from  the  cervical 
glands,  and  serum  transuded  from  the  vagmal  blood-vessels. 
No  pathogenic  organisms  are   found  in  the  fluid,   but  many 
different  forms  of  bacteria  are  present.     These  bacteria  may 
be  looked  upon  as  scavengers  of  the  passage,  as  they  have  lieen 
shown  to  possess  the  power  of  destroying,  in  a  short  time,  such 
virulent  organisms  as  strepto-  and  stapktjlococci .     Tliey  play  A| 
very  important  part  in  preventing  sepsis.     It  is  perfectly  evi-i 
dent  that  septic  organisms  must  often  be  introduced  into  ihe 
vagina,  e.g.,  with   every  act  of  coitus,  and,  unless  stringent 
aseptic  precautions  are  taken,  ever)'   time  an  examination  is 
made.       Under  ordinary  conditions  no  harm   results,  as  the 
protecting  bacteria  quickly  deal  with   the  intruders  and  oui^ 
their  careers  short.     Nature  has  thus  provided  a  means  of 
protectiug  women  from  sepsis,     L(  it  were  noV  fA  nXi^x^  -4;w:^A. 
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be  great  risk  of  septic  mischief  traveUing  up  into  the  uberus 
at  every   lueimtrual  ^^rtod,  atiil    thus  gainiiig   aocesB  to 
system  through  the  denuded  surface  of  the  iuterior. 

Except  with  a  macerated  fcetuB,  tite  uterine  ooDteuta 
aseptic.  lu  the  cervical  canal  there  is  usually  a  plug 
raucus,  known  as  the  operculum.  It  has  been  elal)oratoLs 
d63cnl>ed  us  consisting  of  three  layers.  The  upper  or  uterir 
one  contains  no  bacteria,  and  is  therefore  aseptic.  Tiie  middle 
one  contains  dead  bacteria  and  quantities  of  leucocytes  which 
act  as  phagocytes,  and  it  is  therefore  antiseptic.  The  lower 
layer  next  the  vagina  swarms  with  hacteria  which  in  the  vast 
majority  of  cases  are  acn -pathogenic — the  ordinary  vaginal 
bacteria ;  but  in  cases  where  the  vagina  is  septic  they  wUl 
pathogenic.  Gonocooei  are  said  to  be  the  ouLy  organise 
which  can  force  their  way  through  this  cervical  plug. 

If  we  have  an  aseptic  uterus  and  an  aseptic  vagina  at 
onset  of  labour,  and  that  has  buen  pretty  conclusively  shown  I 
be  the  case,  our  whole  aim  should  be  to  keep  these  parts  in  thi 
condition  dui'ing  labour  and  the  puerperium.     Nature  is  able 
do  this  under  natural  conditions,  where  absolutely  no  Interfec 
ence  takes  place.     Our  whole  aim  must  be  to  assist  Nature 
her  own  way,  and  not  try  to  supersede  her  methods  by  our  own. ' 
The  methods  to  t>Q  adopted  will  be  fully  descritjed  in  subsequeut 
chapters,  but  the  whole  may  be  summed  up  in  a  few  words, 
absolute  cleanliness  and  as  Uttle  interference  as  possible. 
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SttfipdraMiim  of  MeiiiitruattOD — Monatng  Sickneis — Bl«jdd«r  Symptoms— 
PtTAlifttn — Qtiickeuintc — Pcrt»l  Mo%'amenl.<)— Indetinite  Sytuptomn — 
Clianges  in  the  BreaHU — Chaugtie  in  the  Abduitien  -Palpation  of  the 
Abdoinm— Hoigbt  of  the  Ftindus— BallotUiincnt — Changes  id  the 
Vagina  und  Grrvix — Auaciiltaiion — Fivtal  Hean. — Punic  SouiHe — _ 
Diagnosifi  at  Pregnanm* — PMudocyestfl — Duration  of  Pregaaticy. 

Tbe  indiciitione  nt  preiroAncy  may  be  consitlered  under  two 
headings,  viz.,  subjective  and  objective  indications. 

The  Ki/tnptotnn  or  AithjeiUire  indications  are  tho&e  which  the 
patient  expuriBDces  herself,  such  as  suppression  of  menstrua- 
ttoD.  ttiorniut^  sickue-^,  tjuiukeniat;,  etc.  You  cannot  observe 
theBc  indications,  but  mnst  depend  upon  the  patient's  state- 
ment, and  as  she  may  wilfully  or  uninteutioDally  deceive  you, 
you  must  have  something  more  definite  to  found  a  diat<nosis 
Lipou. 

The  <v/iu  or  ohjectit-e  indications  can  be  seen,  felt,  or  heard' 
hy  you,  such  a%  enlargement  of  the  abdomen,  the  areola 
round  the  nipples,  ballotbement,  the  movement  of  the  fcetal 
parts,  and  the  lieating  of  ihe  (ootal  heart.  These  signs  are, 
therefore,  by  far  the  most  valuable  indications,  and,  when 
taken  in  conjunction  with  the  symptoms,  will  enable  you  to 
diagnosf  the  condition. 

The  Symptoms  or  Subjeotevr  Indications. 

Suppression  of  MeDStruation. — This  is  usually  the  Ei-st 
gn<li(»itiua  ik  woinan  liu8  that  she  w  ^ve^nwa^..     \N.  \*  Vu-vi^vi. 
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as  pbysiologio&l  ameoorrhaea.  and  is  a  very  oonstaat  syiDptom  ; 
but  m  a  fair  number  of  oasee  menstruation  occurs  a  few  timee 
after  impregnation,  and  in  very  rare  oases  it  cuntiuues  through- 
out pregnancy.  One  or  two  cases  have  been  recorded  where 
menstruation  only  oocurred  during  pregnancy.  On  the  other 
hand,  it  must  be  constantly  borne  in  mind  that  amenorrhcrft 
may  arise  from  various  other  causes,  such  as  antemia,  phthisis, 
nervous  depression,  etc.  The  menopause  may  also  lead,  a 
woman  to  suppose  that  she  is  pregnant.  In  some  cases 
pregnancy  has  oocurred  before  menstruation  has  been  estab- 
lished, and  in  others  after  the  menopause.  Meustruation  ia 
usually  suppressed  during  lactation,  bat  this  does  not  always 
prevent  pregnancy.  In  uumarried  women,  who  have  had 
intercourse,  the  dread  of  pregnancy  having  occurre<l  may 
suppress  the  flow,  for  a  short  time  at  all  events.  As  a  ntle, 
when  a  woman  is  in  good  health,  and  has  been  previously 
regular  in  her  periods,  the  sudden  stoppage  indicates  preg- 
uanoy,  if  she  has  been  indulging  in  intercourse. 

Morning  Sickness  or  Vomiting  of  Pregnancy. — This  is 
a  pretty  constant  sjTOptom.  It  may  commence  immediately 
after  conception — more  usually  after  the  first  period  has  been 
missed — and  may  last  imtil  about  mid-term,  but  in  some  caaea 
il  lasts  throughout  the  whole  time,  while  in  others  it  may  noi 
come  on  until  the  later  months. 

It  usually  occurs  on  rising  in  the  morning — henoe  the  nami 
but  it  may  occur  at  any  time  during  the  day.  It  will  be 
fully  discussed  as  a  disorder  of  pregnancy.  I  have  one  pa 
who  always  menstruates  for  at  least  three  months  after  oon- 
coption,  but  Is  able  to  recognise  that  she  is  pregnant  from  the 
severe  sickness  which  attacks  her  from  the  very  fii'st. 

Bladder  Symptoms. — In  the  early  months  most  women 
are  troubled  with  frequency  of  micturition,  from  the  enlarging 
uterus  pressing  on  the  bladder.  As  a  rule  this  passes  oQf  w 
ihe  uterus  rises  above  the  bnm  of  the  pelvis,  but  it  may  reel 
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in  the  later  months.  It  is  not  peonUar  to  pregnancy,  as  any 
tumonr  in  the  pelvis  may  oause  it. 

Ptyalism- — Tliia  is  not  a  very  couuuon  iudicatiou,  but  may 
ho  very  troiihlesome.  The  socretion  of  saliva  may  amonnt  to 
several  pints  i>er  day. 

Quickening  or  Stirrage. — This  is  the  first  indication  that 
a  woman  has  of  life  in  the  foetus.  It  is  usually  felt  about  the 
sixteenth  week,  but  I  have  known  it  to  occur  as  early  &s  the 
twelfth  week.  The  movements  first  felt  cause  a  sensation 
much  like  fluttering.  They  become  stixinger  as  the  fcetns 
grows,  and  in  some  cases  tliey  are  so  violent  as  to  caus^  con* 
siderable  discomfort  in  the  later  months  of  pregnancy,  while 
in  others  they  are  scarcely  felt  at  all.  If  the  foetus  dies,  the 
movements  of  course  cease,  but  very  fn>qucnt!y  they  cease  for. 
it  may  be,  days,  and  then  l>egin  again,  so  that  the  cessation  of 
movements  for  a  day  or  two  cannot  be  taken  as  an  indication 
of  the  death  of  the  foetus.  In  a  thin  woman,  in  the  later 
months,  the  movements  can  easily  be  seen,  provided  there 
is  not  very  much  liquor  amnii  in  the  uterus.  In  most 
cases  you  can  easily  feel  them — a  most  ira{X)rtant  si(?n  of 
pregnancy. 

In  cases  where  menstruation  has  been  in  abeyance  at  the 
time  of  conception,  it  is  important  to  ascertain  the  date  of 
quickening,  as  from  it  an  idea  can  be  gained  when  labour  is 
due.  It  will  only  give  you  an  approximation,  but  taken  in 
conjunction  with  the  size  of  the  uterus  it  will  enable  you  to 
come  within  a  week  or  so  of  the  date. 

Fcetal  i4.ovement5  arc  a  most  important  indication  of  preg* 
nancy  if  you  can  feel  or  see  them,  but  you  must  not  place 
much  dependence  upon  statements  made  by  the  patient  her- 
self. She  may  wilfully  mit>lea<l  you,  or,  on  the  other  band. 
she  may  herself  be  misled  by  movement  of  gas  in  the  bowels, 
giving  her  a  similar  sensation,  when  she  is  not  pregnaat. 
Women  who  are  the  subjects  of  pseu(\oc\cs\A  '\wmm:\*.V^?5  \\\%\su- 
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tain    tbat    they  feel  fwta)  movetJients,  aad  It  is  exceedingly 
ditVicuIt  to  convince  them  of  error. 

Indefinite  Symptoms. — Shooting  pains  in  the  breasts 
pcciaily  ill  the  left  breast,  are  often  complained  of.  Somet 
or&viugs  ocour  for  unusual  articleH  of  diet.  There  may  be 
disturhttuces  of  tho  nervous  system,  such  as  neuml^c  pains, 
restlessness  atid  irritability,  insomnia,  etc.  These  indelinite 
indications  may  occur  regularly  during  the  various  prefmanciea 
of  a  woman. 

Si^ns  of  Pregnancy. — As  you  can  observe  these  for  you 
by  iaupectiou,  pal]>ation.  or  ausuultatiuu.  they  are  the   nn 
important  iiidicatioii.s. 

Changes  in  the  Breast. — These  are  usually  quite  evidei 
by  the  third  month.  The  breasts  increase  in  hIzc,  and  the 
veiDS  o&n  be  observed  through  the  skin.  The  nipple  beoomes 
much  darlcer  iu  colour,  and  routul  about  it  the  areola  deepens 
in  colour  and  mereases  in  areti.  The  colour  uf  the  areola 
differs  according  to  the  oomplexion  of  the  patient,  from  » 
pinkish  colour  m  a  (air,  to  dark  brown  ur  nearly  black  iu 
a  dnrk.  person.  Surrounding  the  nipple  will  be  seen  a  nutnljcr 
of  small  papillic — Montgomery's  tubercles — !ibout  the  size  of 
a  split  pea.  By  squeeziuf*  the  breasts  a  few  drops  of  milk  can 
be  expressed.  As  the  breasts  enlarge  "strise"  are  formed  on 
them,  from  the  deeper  layers  of  the  skin  giving  way. 

Of  the  breast  signs  of  pregnauoy,  the  darkening  of  the  areola 
is  the  most  important,  especially  in  a  first  pregnancy.     All  the 
others  may  be  pre«out  without   pregnaooy,  or   ttiey  may 
wanting  although  pregnancy  exists. 

Changes  in  the  Abdomen. — In  some  eases,  especially 
raultipartf:,  the  abdomen  begins  to  enlarge  after  the  6 
|)eriod  is  missed,  but  in  the  majority  there  is  no  enlargement 
until  after  the  third  month.  In  fact,  in  many,  the  lower  part 
of  the  ahrlomen  becomes  tiattened,  from  the  increased  weight  of 
ihe  uterus  causing  sinking  of  that  organ  in  the  pelvis.     By  the 


the 

i 


A 


SYAfPTOMS  AND  S/fiW.S  OF  PREONASCV. 


end  of  the  third  montb  the  funduB  in  at  the  brim  of  the  pelvis, 
and  from  that  time  onwards  ii  steadily  rises  in  (be  abdomen 
and  causes  distenbion.  Souie  women  show  very  little  dis- 
tention, even  at  fuJl  time,  while  others  (become  enormously 
stout.  This  depends  upon  llie  build  of  the  patient,  the  laxity 
of  the  abdominal  muBolcs,  and,  of  courfte,  the  tiize  of  the  child, 
and  amount  of  liquor  amnii  in  the  uteru-s.  In  umltiple  preg< 
nancies,  the  abdomen  will  he  much  lar>{er  than  with  a  single 
chUd. 

As  the  abdomen  enlarges  and  the  skin  stretohes,  tbe  »truB 
ifrapidarum  begin  to  show  similar  to  those  on  the  brouto,  hut 
more  distinot.  The  fresh  ones  are  pinkish  In  oolour,  while  the 
older  ones  are  white.  In  some  cases  they  are  very  nnuierous 
towards  the  end  of  pregnancy,  and  they  can  often  be  seen  on 
the  upper  parts  of  the  thighs.  They  are  not  peculiar  to  preg- 
nancy, as  a  tumour,  or  dropsy,  or  even  adipose  tissue,  will 
cause  them.  In  rare  cages  very  few  are  seen.  They  remain 
afterwards  as  white  streaks,  and  show  distinctly  that  the 
Abdomen  has  been  distended  at  some  time*  but  not  necessarily 
by  pr^nancy. 

Besides  these  streaks,  you  will  olwerve  a  general  darkening 
of  the  akin  of  the  abdomen,  especially  in  dark  women,  and  a 
distinct  dark  line,  the  linen  riujta,  extending  down  the  centre 
of  the  abdomen,  from  the  ensiform  cartilage  to  the  top  of  the 
symphysis  pubis.  It  is  usually  most  distinct  at,  and  below,  the 
umbilicus.  This  deposit  of  pigment  is  not  confined  to  the 
abdominal  wall,  but  may  Im  seen  on  the  face,  giving  it  a 
blotched  appearance,  and  also  on  the  labia. 

Insiwction  of  the  abdomen  during  the  tirst  three  months 
will  not  usually  reveal  much  enlargement,  and  m  sonie  oases 
there  will  be  sUgbt  flultcning.  From  the  third  month  on- 
wards eolargement  becomes  apparent,  aud  progreasee  steadily 
until  it  reaches  its  maximum  during  the  ninth  month.  Davvwo, 
tbe  last  two  oi   thi'oe  week.s  of  pregntuio^  tthe  \\xt^^>^  ^A  ^^^ 
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uteruB  sinks  somewhat,  but  this  is  not  very  Bppai-ent  to 
eye.  The  contour  is  regular  in  outline.  The  umbilicug,  which 
is  at  first  deprcRHcd,  gmdually  comes  flush  with  the  surface, 
and  during  the  laKt  two  mouths  it  usually,  though  uot  in- 
variably, projeotti  somewhat.  If  the  abdominal  mudcles  are 
relaxed,  as  in  multiparsB.  the  enlai%'ed  uterus  will  tend  to  fall 
forward  and  form  a  pendulous  abdomen.  With  a  oontraoted 
pelvis  this  will  be  very  marked,  especially  if  there  is  any 
lordosis.  If  the  abdominal  walls  are  thin,  the  movements  of 
the  foetus  will  he  distinctlj  seen. 

Palpation  of  the  Abdomen. — After  Uie  fundus  has  riaea 
above  the  brim  of  the  pelvis,  i.c!.,  after  the  fourth  month,  i 
can  be  palpated  through  the  abdominal  wall.  The  patient 
should  be  lying  on  her  iiack,  with  her  knees  drawn  up.  The 
warm  hand  or  hands  should  be  place<t  Hat  upon  the  abdomen 
and  firm  pressure  he  made  with  the  fingers.  The  patient'B 
attention  should  be  distracted  from  what  is  being  done  by 
engaging  her  in  conversation,  so  that  she  will  relax  herfl 
abdominal  muscles  as  much  as  passible.  If  the  muscles  are 
kept  teTise,  you  may  not  be  able  to  feel  t)ic  uterus  at  all.  The 
uterine  tumour  will  be  felt  somewhat  round  and  smooth.  The^' 
size  will  of  course  vary  with  the  time  of  pregnancy. 

From  the  sixth  month  onwards,  or  even  somewhat  earlier, 
the  foetal  parts  and  movements  may  be  felt.  If  the  hand  is 
kept  on  the  abdomen  for  a  little  time,  a  distinct  hardening  of 
the  uterus  will  be  felt,  followed  by  a  softening.  This  inter- 
mittent coutraution  is  never  felt  in  any  other  tumour  except 
a  soft  fibroid,  so  that  it  ie  a  very  valuable  indication  of  preg- 
nancy. The  feeling  of  the  ftelal  parts  and  movemeuts  ia 
positive  indication  of  pre^^nancy. 

Height  of  the  Fundus  at  Different  Periods.^-There 
three  points   or    landmarks   at  which   the  fundus  should  be 
felt  at  three  periods  of  pregnancy.     At  the  end  of  the  third 
mouth  the  fundus  is  just  rising  above  the  brim,  that  is,  it  liea 
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Level  with  the  top  of  the  Hyiuphyuib  pubih ;  ut  the  sixth  inuntb 
it  reaches  the  level  of  the  umbilicuB ;  while  at  the  end  of  the 
ninth  month,  it  may  be  felt  At  the  tjp  of  the  ensiform  cartilage. 
During  the  last  fortnight  or  so  it  falls  somewhat.  As  the 
rate  of  ^oulh  is  regular,  the  time  of  pregnancy  may  be  fairly 
aoourately  judged  by  the  height  of  the  fundus. 

Ballottement. — ThiH  ia  a  valuable  sign.  It  may  be  got  by 
externnl  palpation  of  the  al>domen  with  two  handa.  moving  u 
{>art  of  the  fuituu,  Hucti  as  the  head.  Itetween  theiu.  The  usjal 
method  of  getting  it  is  by  passing  the  fore,  or  fore  and  middle 
fingers  into  the  vagina,  and  placing  their  tips  against  the  anterior 
fornix.  A  sudden  push  upwards  nf  the  lingers  \vill  cause  the 
fcetuB  to  bob  up,  a«  it  were,  in  the  liquor  amnii,  and  in  a  few 
nds  it  will  fall  again  on  the  top  of  the  fingers,  with  a  gentle 
p.  The  Iwst  position  for  the  patient  to  be  in  is  a  half 
sitting  one.  This  movement  is  best  felt  hctwi^n  the  fourth 
and  seventh  months,  when  there  is  plenty  of  room  for  the  fcetus 
to  move  about  in  the  liquor  anmii.  It  is  a  very  valuable  sign 
of  pregnancy,  as  there  in  practically  no  other  condition  which 
will  give  it. 

Changes  which  may  be  Observed  in  the  Vagina  and 
Cervix. — From  about  the  third  month  onwards  the  mucous 
membrane  will  be  noticed  to  he  of  a  hluish  colour.  The  labia 
will  also  be  seen  to  have  uunsiderable  pigment  de[X>sited  in 
them,  and  their  veins  wilt  often  be  notice<L  to  he  varicose, 
especially  in  the  later  months.  The  mucous  discharge  from 
the  vagina  will  usually  be  abundant.  These  changes  are  due 
to  the  pressure  of  the  enlarging  uterus. 

A  digital  examination  will  reveal,  in  the  early  months,  that 
the  uterus  is  somewhat  low  in  the  pelvis.  The  cervix  will  feel 
aoft.  At  one  time,  shortening  of  the  cervix  was  snpposed  to 
occur,  and  to  the  examining  finger  this  may  seem  to  be  tlie  case, 
but  as  It  matter  of  fact  it  retains  its  full  Leuf^tU  ^q.^A  ^X«sw» 
the  lost  two  weeks  0/  the  pregnancy,  vvhetv  iv  » \«.yw\  >a^  Vv^o 
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the  uterine  cavity,  or  dilates  from  above.  In  the  anterior 
fornix  the  enlarged  body  of  the  uterus  will  be  felt,  and  there 
will  be  very  distinct  arterial  pul&ation.  The  lower  uterine 
segment  will  ))e  felt  to  be  distinctly  Koftenod.  Thi»  is  Hegar's 
aipn  of  pregnancy.  The  best  way  to  feel  this  is  by  passing  j 
the  thumb  into  the  vagina  and  a  tinf^r  into  the  reottun.  and 
then  preasinR  the  fundus  downwards  with  the  other  hand  on 
the  abdumiaal  wall,  so  that  you  can  ^asp  the  lower  uterine 
segment  l^etween  the  finger  and  thumb.  The  segment  mU.{ 
feel  soft  and  almost  as  if  there  were  no  connection  betwoen 
the  fundus  and  the  cervix.  The  fundus  above  will  feel 
globular.  This  is  a  very  reliable  sign  and  can  be  obtained 
from  the  second  month  onwards.  In  the  later  months  the 
preBeuting  part  can  utiually  be  felt  distinutly,  especially  if  it  be 
the  head.  The  external  o«  may  admit  the  tip  of  a  finger, 
especially  in  muliiiMirie.  The  cervical  cavity  will  be  filled 
with  a  pluf^  of  mucus.  In  many  cases,  towards  the  end  of ' 
preguancy,  the  external  os  will  admit  a  linger  or  even  two. 

Auscultation  of  the   Uterus.  —  Certain    sounds    may    bej 
heard,  on  listeninij  over  the  uterus.     The  most  audible  ia  al 
loud  blowing,  beard  best  at  the  sides  of  the  uterus.     This  is  I 
the  iiteritie  sotiffie  or  brtUt^  sometimes  erroneously  called  the  | 
placental  souffle  or  bruit.     It  is  caused  by  the  blood  rushing  I 
through  tlie  curling  arteries  of  the  uterus,  and  not  hy  the  blood  ' 
in  the  placenta.     You  cannot,  therefore,  diagnose  the  situation 
of  the  placenta  from  the  point  of  maximum  intensity  of  the 
soond.     It  is  heard  also  in  uterine  libroids,  so  it  is  not  distino- 
tive  of  pregnancy.     In  rate  it  corresponds  with  the  mother's  I 
pulse.     In  many  cases  the  pulsations  of  the  abdominal  aortej 
can  also  be  distinctly  heaiid. 

Fcetal  Heart  Sounds. — If  the  ftstus  is  alive,  its  heart  oaal 
be  heard  beating,  from  the  fourth  month  onwards.  At  first  \%\ 
la  a  faint  double  sound,  not  unlike  the  ticking  of  a  watch  heard] 
through  a  pillow  or  clothing.     You  must  be  sure  there  is  nq 
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WAiob  in  the  bed.  lest  you  be  misled.  As  the  pregnancy 
udvaaoes  the  sound  >frow4  Htroager.  It  beats  at  a  rate  of 
from  120  to  140.  In  listening  to  it,  have  your  finger  on  the 
patient's  wrisl  to  feel  her  puUe  at  the  sumc  time.  If  her 
pulse  should  be  very  quick  you  mi}»ht  mistake  it  for  the  foQtat 
heart,  as  you  hear  it  in  the  abdominal  aorta.  The  fcotal  pulse 
should  l«  tnuoh  quickrir  than  the  mother's.  The  position  of 
maximum  intensity  varies,  according  to  how  the  foetus  Uee  in 
uUto.  Near  term  it  is  usaally  best  heard  about  two  inohM 
below,  and  to  the  left  of,  the  umbilicus,  as  the  fteltis  mtwt 
frequently  lies  head  downwards  vrith  l>ack  towards  the  left  side. 
When  the  head  presents,  it  is  usually  heard  best  below  the 
umbilicus,  and  to  whichever  side  the  liack  is  turned.  When 
the  breech  presents,  it  will  bo  hoard  best  ahovo  the  umbihous, 
and  in  transverse  cases  below  the  umbilicus,  nearer  the  pubis 
than  in  head  presentations.  As  a  rule,  if  the  fcetus  is  alive, 
the  heart  can  l)e  heard,  but  ibis  is  not  invariably  the  case  (soe 
case  iv.,  p.  •59i  ;  a  sudden  change  in  the  rate  will  indicate  danger 
to  the  child.  In  difticult  labours  the  foetal  heart  should  be 
auscultated  from  time  to  time,  and  if  tho  rate  is  found  to  have 
increased  greatly,  or  to  have  become  slower  or  intermittent, 
interference  is  called  for  in  the  interests  of  the  child.  If  you 
can  make  out  two  fcetal  hearts  beating  at  dilTerent  rates  you 
know  you  ai-e  dealing  with  twms,  or  if  you  find  two  points  of 
oiaximuni  intensity  at  different  parts  of  the  abdomen,  although 
there  may  be  no  appreciable  difference  in  the  rates,  it  will 
probably  l>e  a  case  of  twins.  With  twins,  however,  you  do 
not  always  hear  both  hearts,  as  one  child  may  lie  directly 
behind  the  other. 

Funic   Souffle. — On  lisienin^  over  the  abdoiuen  yon  will 
oooaBioually,    but  very   seldom,  hear  a  whizzing  sound,  syn- 
chronous  with  the  fcBlal  heart.     U  is  caused  by  the  blood 
niahing  through  the  cord,  imd  can  only  be  heard  vt\\9?a.  >>ctfe 
cord  is  wound  round  the  child. 
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Foetal  movements  can  usually  be  distinctly  beard  and  some- 
times felt  through  the  stethoscope.  In  a  case  of  suspected 
death  of  n  foetus  T  was  able  to  assure  the  patient  that  the 
foetuB  was  still  alive,  uy  I  both  heard  a.ad  felt  it  move,  although 
I  oonld  not  make  out  any  fce^I  heart. 

Diagnosis  of  Pregnancy.— During  the  early  months  this 
is  very  diftioult.  The  following  conditions  will  point  to  U: 
AmenurrhcuB,  tnornin^  Hickness,  frequent  miclurition,  dis- 
oomfort  in  the  breasts,  increase  in  their  size,  the  presemoe 
of  a  clear  fluid  in  them,  and  darkening  of  the  areola  in 
primipariD.  The  woman  may  Iw  able  to  indicate  other 
symptoms,  such  as  cravings  for  unusual  forms  of  food, 
which  she  has  experieucod  in  former  pregnancies. 

On  making  an  examination,  in  some  cases  there  may  ' 
some  distension  of  the  abdomen,  but  in  many  it  will  be 
flatteueil  for  the  first  two  months.  The  vagina  will  be  dusky 
in  colour,  the  cervix  auft  to  ihe  touch,  and  the  uterus  will  be 
feh  to  be  enlargeil  and  slightly  lower  in  the  pelvis  than  usual. 
Distinct  pulsation  will  be  felt  in  the  anterior  fornix,  and  bv 
passing  a  tinger  into  the  rectum  and  the  thumb  into  tlie  vagina 
and  grasping  the  tower  aterine  segment  it  will  bi^  found  to  be 
soft  (Hegar's  sign).  A  bimanual  examination  will  reveal  the 
size  of  the  uterus,  and  this  should  correspond  with  the  supposed 
period  of  gestation.  If  you  are  in  doubt  do  not  give  a  definite 
opinion,  but  w^t  for  a  month  or  so,  when  you  will  probably  get 
more  certain  indications. 

From  the  fourth  mouth  onwards  you  will  be  able  to  test 
ballottement  and  to  bear  the  foetal  heart.  By  the  sixth  month 
some  of  the  symptoms,' such  as  moiTiing  sickness,  may  have 
disappeared,  but  others  will  have  become  plainer.  In  addition, 
the  abdomen  will  have  enlarged,  striffi  will  be  beginning  to 
form,  and  the  linea  nigra  to  show.  The  fundus  of  the  uterue 
will  be  felt  about  the  umbilicus.  The  patient  will  also  be  able 
to  tell  you  if  she  feels  movements. 
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Od  palpftting  the  abdomen  the  enlarged  uterus  will  ea&ily  be 
(elt,  and,  in  many  cases,  the  fcetaJ  movements.  Intermittent 
couliiictioDs  will  be  apparent.  AuHcultation  should  reveal  the 
uterine  suuflie,  and  if  the  child  is  alive  should  enable  you  to 
perceive  the  sound  of  its  heart.  By  a  vaginal  examination  you 
vrill  notice  the  bluish  discoloration,  the  softening  of  the  cervix 
and  lower  uterine  segment,  the  enlargement  of  the  uteruB,  and 
perhaps  you  may  feel  the  head  if  it  is  presenting.  Balloctement 
will  \w  easily  got. 

At  the  sixth  month  u  definite  diagnosis  can  usually  be  made, 
as  you  can  then  hear  the  fcotal  heart  and  feel  the  fcDtal  parts, 
both  of  which  indications  are  absolute. 

For  the  first  two  or  three  months  it  is  very  diflicuU  to 
distinguish  a  pregnant  from  a  suhinvolutcd  utenis.  With 
subinvolution  the  cervix  is  not  softened  and  amenorrhcea  is  not 
generally  present,  but,  on  the  other  hand,  you  may  have  men- 
struutiuu  along  with  early  pivgnancy.  One  mu»t  be  guided  a 
good  deal  by  the  history.  It  is  a  safe  rule  never  to  pass  a 
sound  in  an  enlarged  uterus  where  there  is  the  slightest  chance 
of  pregnancy. 

The  diagnosis  between  a  tumour  and  pregnancy  is  not  always 
easy,  and  the  two  not  infrequently  coexist.  With  an  ovarian 
cyst  you  will  get  no  intermittent  contractions,  no  fallal  parts, 
no  foEjtat  heart  sounds,  and  no  uterine  soufHe.  With  a  soft 
fibroid  you  may  get  intermittent  ooutraotions  and  a  uterine 
soutHe,  but  no  foetal  parts  or  heart  sounds.  With  a  hard 
Qbroid  there  will  Iw  no  contractions,  but  a  uterine  souflte.  and 
of  course  no  fcetal  parts  or  heart  sounds.  With  fibroids 
profuse  menstruation  will  be  the  rule. 

Near  full  time  the  diagnosis  of  pregnancy  is  usually  easy. 
The  fcetal  parts  should  Iw  easily  felt,  and.  if  the  child  is  alive, 
the  heart  should  be  easily  heard.  The  presenting  part  can 
K«nerally  be  easily  felt  through  the  vagina. 

Never  ventum  an  opinion  \\ithout  mhWn\!.  &  \.V\qto\\^\  feiasct- 
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ination,  and  do  not  say  a  woman  is  pregnant  nnlees  yoa 
absolutely  suro  of  year  diagnosis. 

The  following  case  will  illustrate  this  :  A  single  young 
woman  had.  run  the  ri&k  of  conception,  and  although  menstru- 
ation continued,  she  noticed  that  she  was  increasing  in  size. 
After  some  months  of  terrible  anxiety  she  consulted  a  doctor, 
who,  without  examining  her,  said  that  he  had  no  doubt  she 
was  pregnant  and  nearing  lull  time.  She  felt  so  distressefi  that 
abo  contemplated  suicide,  but  her  sister  fortunately  reasoned 
her  out  of  this.  All  preparations  were  made  for  the  birth,  and 
she  went  to  a  nurse's  house  for  the  confinement.  When  the 
nurse  palpated  the  patient's  abdomen  sh^  could  make  nothing 
out,  so  asked  me  to  examine  her.  I  found  there  had  bpen  a 
considerable  deposit  of  fat  and  the  abdomen  was  certainly 
distended,  but  the  uterus  was  a  normal  size.  There  was 
no  indication  of  pregnancy,  and  I  could  hardly  convince  the 
patient  that  there  was  nothing  wrong  with  her. 

In  dealing  with  unmarried  women  one  must  be  exceedingly 
careful.  They  will  sometunes  tr>'  their  uttermost  to  deceive 
yoa,  often  to  the  extent  of  absolutely  denying  having  had 
connection.  In  one  case,  a  girl,  who  had  not  menstruated  for 
seven  months,  consulted  me  as  to  her  condition.  She  had  all 
the  signs  and  symptoms  of  pregnancy,  and  as  I  distinctly  felt 
fcBtal  movements,  and  heard  the  fcetal  heart,  I  told  her  she 
was  seven  monttis  jtregoant.  I  was  indignantly  told  this  was 
quite  impossible.  Next  day  her  mother  called  on  me,  furious 
that  I  had  dared  to  say  such  a  thing  about  her  daughter.  As 
I  was  absolutely  sure  of  my  diagnosis,  I  advised  her  to  wait  a 
couple  of  months,  and  ihen  to  come  and  discuss  the  matter 
with  me.  Alwut  two  months  later  I  was  called  to  see  the  girl 
one  night  by  the  indignant  mother,  who  had  been  diligently 
ponltioing  the  daughter's  abdomen  for  cramp  until  a  child  had 
been  expelled,  rupturing  the  perineum  in  its  exit.  The  girl 
liad  kept  up  the  farce  to  the  very  end,  and  oomplewly  deceived 
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her  znofcher,  until  the  arrival  of  the  infant  made  further  decep- 
tion impossible. 

Pseudocyesis  or  Spurious  Pregnancy. — This  condition 
usually  oooiirs  in  hysterical  wnmen  who  are  very  desirous  of 
bearing  ohildreu,  and  especially  iu  womeu  near  the  ueuo- 
pauae.  Menstruation,  as  a  rule,  will  be  entirely  absent,  or 
very  scanty  and  irre^lar.  The  abdomen  and  breasts  enlarge, 
and  the  patient  will  usually  complain  of  all  the  ordinary 
symptoms,  suoh  as  morning  sickness,  eto.,  and  will  profess 
to  have  quickened,  and  to  feel  the  movements  regularly.  In  her 
own  mind  she  will  be  hrmly  convinced  that  she  Is  pregnant. 
She  may  make  all  preparations  for  her  conHnoment,  and  have 
her  norae  in  attendance.  In  some  cases,  a  spurious  labom* 
will  corac  on.  and  the  patient  will  profess  to  feel  the  ordinary 
pains  of  labour,  but  the  result  will  be  even  lettH  than  that  of 
the  proverbial  travailing  mountain. 

Many  of  these  cases  are  not  correctly  diagnosed  until  the 
patient  supposes  she  is  in  labour,  and  others  again  only  after 
her  supposed  full  time  has  been  passed,  simply  because  no 
examination  has  been  made  by  the  medical  attendant.  When 
a  woman  engages  you  to  attend  her,  you  naturally  believe  her 
statement  that  she  is  pregnant,  and  you  do  not  examine  her 
before  labour,  unless  there  is  some  reason  for  doing  so.  Whan 
a  case  has  gone  so  far  as  this,  the  flMotwnu^nt  is  certainly 
anything  but  pleasant  for  the  patient  and  friends,  and  they 
are,  unfortunately,  sometimes  inclined  to  blame  their  nn* 
offending  medical  attendant. 

Diagno»ii. — Place  no  dependence  npon  the  woman's  stato- 
mente,  but  make  a  very  careful  examination.  Percussion  of 
the  abdomen  \vill  give  a  tympanitic  sound  all  over.  Palpation 
will  usually  be  very  unsatisfactory  unless  chloroform  is  admin- 
istered, as  the  recti  muscles  by  their  rigidity  will  prevent  you 
making  out  that  there  is  no  tumour  present  K.\]L%u>\:^Na.\\cv& 
will  not  give  n  ffi^tiU  heart  or  a  uterine  ftouWe.     Pm  vo*iWW'n\ 
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it  will  be  felc  that  thd  oerrix  is  not  softened,  aor  the  uterus 
enlarged.  To  make  absolutely  sure,  give  the  putient  aD  aaaea- 
thetic,  and  as  ahe  comes  under  its  iatluctice  the  alMloininal 
tumour  will  largely  disappear,  and  you  can  preHs  your  hand 
down  until  you  Feel  ihe  spinal  coluini]. 

I  have  seen  a  good  many  cases  of  this  condition, 
first  one  was  in  a  aurse  who  had  married  about  the  men^ 
pause.  She,  of  course,  had  all  ihe  symptomB  hy  heart.  It 
was  very  difficult  to  convince  liQr  that  her  expectations  were 
doomed  to  be  disappointed.  Among  hospital  oaaes  I  saw  one 
woman  whom  I  had  delivered  two  years  previously.  She  had 
actually  deceived  herself  into  the  belief  that  she  was  in  labour, 
and  luwl  aent  for  assistance.  Two  studems  saw  her  and  told 
her  that  everything  was  right,  hat  as  the  labour  was  only 
beginning  they  would  not  wait.  A  couple  of  days  later  I  was 
asked  to  see  her,  and  found  chat  she  was  not  pregnant  at  all. 
The  most  recent  case  1  have  seen  wa»  in  a  widow  who  had 
unfortunately  been  having  intercourse.  She  was  menatruivtiDg 
regularly,  but  assured  me  that  she  felt  strong  movements. 
She  declined  to  accept  my  a&surance  that  she  was  not  pregnant, 
and  only  came  to  believe  me  after  her  supposed  full  time  had 
passed. 

The  Duration  of  Pregnancy.-— In  the  human  female 
pregnancy  lasts  on  an  average  280  days,  counting  from  the 
first  day  of  her  last  menstrual  jwriod.  Impregnation  generally 
occtu-s  shortly  after  the  cessation  of  menatniaiion,  bnt  this  is 
not  invariably  the  case.  If  it  t^hould  occur  just  prior  to  the 
first  suppresseti  period,  your  calculations  may  be  wrong  by 
about  a  fortnight.  In  some  women  the  gestatiou  period  tB 
undoubtedly  longer  than  in  others.  While  we  speak  of  preg- 
nancy lasting  for  nine  montlts,  it  really  lasts  t«n  lunar  months 
or  280  days,  ue.^  ten  menstrual  cycles,  as  menstruation  usually 
ooours  every  twenty-eight  days.  Witli  some  womyn  menstru- 
ation occurs  every  twenty-six  days,  and  ten  of  their  cycles 
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give  260  days.  In  some  cases  this  will  be  found  to  work  out 
all  right,  but  not  in  all. 

To  find  the  approximate  date  of  coutiueiuent,  count  back 
three  months  from  the  first  day  of  the  last  menstruation,  and 
add  on  seven  days.  This  may  not  give  you  the  exact  date,  but 
it  should  be  within  a  few  da}*s  of  it,  provided  impregnation  has 
occuiTcd  shortly  after  monstruation  has  ceased. 

If  menstruation  has  been  in  abeyance  at  the  time  of  con* 
oeption.  yon  must  then  judge  by  the  size  of  the  uterus  and 
the  date  of  quickening  ;  but  this  latter  date  is  a  very  uncertain 
one.  as  quickeniu<{  may  be  felt  as  early  as  the  twelfth  week,  or 
not  until  the  eighteenth  or  twentieth  or  even  later,  and  in  rare 
ooBM  not  at  all. 

Citation  is  oooasionally,  but  very  seldom,  prolonged  for 
more  than  300  days  from  the  cessation  of  menstruation.  X 
have  seen  a  cane  where  30^  days  had  elapsed  from  the  cessation 
of  menstruation  until  the  patient  was  delivered.  The  os  in 
this  case  was  completely  occluded  (see  case  i.,  page  237). 


Diseawwofthe  AlimeutarySyiiUim— InllanimatioQ  of  tho  aiim»— Ptyalium 
— Affections  of  tho  Stoniocb — Pornicious  Vomiting — CoDhtipation — 
I>iarrliCBa — Diseoaos  of  tho  Llvor — Gall  StotieH  —  Appoudioitis — 
Htemorrlioids. 

Bove  of  the  oompUcationa  luet  with  are  due  to  the  pregnancy, 
while  others  are  quite  imiepeadent  of  the  condition.  In  the 
latter,  the  disease  may  be  advet-Bely  influenced  by  the  preg- 
nanoy,  or  the  disease  may  have  an  lulverae  inllupnoe  on  the 
pregnancy,  even  to  the  extent  of  caa»iDg  a  premature  termina* 
tion. 

I  fthall  shortly  consider  the  more  important  complications, 
taking  thetn  up  as  far  as  posaihle  under  the  different  systems. 

Diseases  of  the  Alimentary  System. — The  teeth  are  not 
infrequently  attacked  hy  caries.  Toothache,  also,  soinetimeai 
arises  without  any  apparent  disease  of  the  teeth.  Tn  the  latter 
condition  the  pain  is  due  to  neuralgia,  and,  even  if  it  does  not 
yield  to  nerve  tonics,  will  probably  subside  in  the  later  months 
of  pregnancy.  While  it  is  not  advisable  to  have  any  prolonged 
dental  operation  during  pregnnncy,  there  is  very  little  risk  in 
having  bad  teeth  extracted  under  ana'sthesia.  Kither  chloro- 
form, ether  or  j*aa  should  \*n  administered  f-o  prevent  shock. 

Inflammation  of  the  Gums  is  sometimes  seen,  The  gums 
beconio  spongy  and  bleed  easily.  This  may  be  associated  with 
scurvy  from  improper  feedin«,  or  with  purpura  hfleinorrhagica. 
a^  ID  case  i  ,  page  43.  Trtmblesame  stomatitis  may  also  arise 
and  cause  considerable  disturbance  of  the  digestion. 
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Treatment. — Give  astringent  antiseptic  mouth  n-ashes.  and 
j     proper  diet. 

Ptyalism. — Profuse  salivation  is  a  very  rare  compUoation. 
In  many  thousand  cases  of  pregnancy  I  have  never  met  with 
a  marked  case.  I  have  only  once  scon  it,  and  curiously  enough 
the  case  tamed  ont  to  he  one  of  pseudocyesis.  The  catide  of 
the  condition  is  prohably  a  reflex  irritation  of  the  sympathetio 
nervous  system,  hut  beyond  that  one  cannot  be  more  exact. 
It  is  liable  to  recur  in  subsequent  pregnancies.  Astringents 
and  l>eUndonna  are  usually  given.  It  generally  disappears  in 
the  later  months  of  pregnancy. 

Affections  of  the  Stomach. — The  stomach  is  usually  very 
irritable,  and  most  patients  suffer  more  or  less  ^m  some  form 
of  stomachic  trouble.  Different  forms  of  dyspepsia  are  common. 
Hyperacidity  with  heartburn  and  water-brash  is  oHen  com- 
plained of.  bat  the  most  common  form  of  disturbance  is 
vomiting,  or  what  is  usuaUy  called  morning  sickness.  It  may 
only  bo  nausea  with  or  without  actual  vomiting,  or  vomitiugj 
alone  without  any  graat  nausea.  The  patient  may  only  vomikj 
her  breakfast  and  retain  all  her  other  meals,  or  she  may  reject 
all  her  food.  The  uundition  may  first  manifest  itseU  about  the 
time  the  first  menstrual  period  is  suppreseed.  but  in  some  oases 
it  begins  immediately  after  impregnation.  Patients  have  occa- 
sionally told  me  they  could  tell  when  they  Imd  had  fruitful 
intercourse,  as  they  felt  siokness  next  morning.  The  sickness 
usually  ceases  about  the  time  life  is  &i*at  felt,  but  in  some  oases 
it  persists  throughout  the  pregnaooy,  while  in  others  it  oiUy 
occuni  during  the  Utter  half. 

The  ordinary  morning  sickness  may  be  looked  upon 
physiological,  as  it  has  no  bad  effect  beyond  discomfort,  but  we 
occasionally  meet  with  a  case  of  incessant  or  pernicious  vomit- 
ing, which  may  prove  to  be  one  of  the  moat  intractable  com- 
plications of  pregnancy  with  which  we  can  pijssibly  meet. 

LTreattnmt. — In  oi-dinary  cases  treaimQUt,  <»^u%\&Wv&t«^;^'«^a.^:^ 
a 
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the  boweU,  and  giving  easily  digested  foods.  The  medicsines 
which  are  most  useful  ai'e  generally  alkalies  combined  with 
sedatives.  My  favourite  drugs  are  oxalate  of  cerium,  10  grs., 
combined  with  bismuth  subnitrate,  l-^  gi'S.,  given  in  milk 
about  a  quarter  of  an  hour  before  food.  As  regards  food,  some 
patients  have  cravings  for  articles  of  diet  which  one  would  not 
expect  to  be  retained  and  digested.  I  have  kaown  h  woman  to 
crave  for  gingerbread,  which  she  could  retain  and  digest,  white 
abe  rejected  what  one  would  have  considered  much  more  suil- 
iible  food.  The  craving  should  be  indulged  so  long  »s  the 
article  is  a,  suitable  one. 

Pernicious  Vomiting. — This  is  an  exceedingly  grave  com- 
plication of  pregnancy.     If  it  cannot  be  relieved  the  patient 
wilt  become  so  exhausted  that  she  may  die  during  delivery  0£^ 
very  shortly  afterwaMs.  ^| 

The  pathology  of  this  condition  is  not  clear.  Keflex  irrita- 
tion from  distention  of  the  uterus  is  generally  supposed  to  he 
the  chief  cause.  It  is  said  lo  be  more  common  with  elderly 
primi[)ane  and  in  cases  of  overdistention  from  hydramnioa  or 
a  multiple  pregnancy,  but  I  have  seen  oases  in  which  none  of 
these  conditions  were  present.  Chronic  gastritis  or  a  gastric 
nicer  will  predispose  to  an  attack.  Renal  innufficienoy  is 
sometimes  present,  especially  in  cases  where  the  vomiting 
begins  in  the  lat«r  months.  I  am  inclined  to  look  upon  the 
condition  as  due  to  tcxsmia.  It  is  not  uncommon  to  find 
blood  in  the  vomit,  and  there  may  Iw  so  much  as  to  amount 
to  severe  htematomesis,  as  in  the  following  case. 

Case  I. — Mrs.  B..  vii.-para,  aet.  twenty-six,  was  sent  into 
hospital  from  the  country  as  a  case  of  pernicious  vomiting  of 
pregnancy.  A  few  days  befoi-e  admission  she  had  vomited  a 
very  large  quantity  of  coffee-ground  material.  The  usual  gastric 
sedativea  had  been  tried  without  any  lienefit.  The  patient 
was  about  seven  and  u  bulf  mrjiiths  ptvt;nant. 

The  bowels    were    very  thoroughly  cleared  out  and 


alimentatiou  adopted.  The  vomiting  Qevur  recurred  after  her 
admiBHion.  She  aomplaiiied  of  nouw  |»in  in  the  stomach,  hut 
beyond  that  she  felt  well  enough,  except  that  she  was  very 
weak. 

As  the  vomiting  had  ceased  I  did  not  induce  labour,  but 
about  twenty-eijjht  hours  after  a^lmisBion,  without  any  wai-ninR, 
she  expelled  the  contents  of  the  uterus  en  manse.  The  labour 
was  painless  until  the  niasti  was  passing  the  vulva.  The  sac 
was  at  once  ruptured,  but  the  foetus  showed  no  indications  of 
life.     There  was  no  hieniorrhage. 

She  wan  able  to  retain  nourishment  from  that,  liiiiu  onwards, 
but  in  spite  of  that,  and  althouf^h  she  was  freely  stimulated 
with  brandy  and  ohauipAKne,  she  gradually  sank,  and  died  on 
the  third  day.     The  temperature  remained  normal. 

The  post-ntortem  examination  revealed  nothing  in  the 
stomach,  except  that  it  was  dilated,  and  had  one  or  two  sranlt 
hsemorrhagic  points  under  the  mucous  membrane.  There 
WAS  some  slight  erosion  of  the  mucous  membrane  nt  the  lower 
Euid  of  the  cssophagus.  Death  seemed  to  have  rraulted  fi*om 
asthenia.     Thei-e  was  iiu  indication  of  n^pgis. 

The  result  in  this  case  was  very  disappointing.  There  seemed 
every  chance  of  her  recovering,  as  she  was  able  to  take  and 
retain  larRe  quantities  of  nourishment  after  the  labour  was 
over.  The  Bevere  htematemesis  and  the  pain  in  the  stomacli 
led  mo  to  expect  to  find  a  gastric  nioor,  bat  there  was  none. 
The  bleeding  may  have  come  from  the  erosion  at  the  lower 
end  of  the  oesophagus,  as  there  was  some  varicosity  of  the  veins 
there,  but  no  definite  lesion  could  be  found  in  any  vessel. 
The  painlessness  of  the  labour  was  a  remarkable  feature. 

Case  II. — Mrs.  P..  vi.-para.  jet,  thirty,  was  <*ent  into  hospital 
with  a,  history  of  persistent  vomiting  and  groat  pain  in  the 
stomach.  She  was  afooat  seven  months  pregnant.  The 
vomiting  had  been  very  violent  during  the  first  three  months 
of  the  prognanoy,  and  it  had  then  ue&aed  ioT  nXwuS.  Vnq  to.q\COu&. 
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It  then  began  again,  and  had  been  incessant  for  fourteen  days. 
There  had  then  been  some  relief  for  about  three  weeks,  bat 
during  the  last  throe  she  had  suffered  greatly  hom  severe 
opignstriu  {lain  und  oocasional  rigors.  There  had  been  blood 
in  the  vomit  Lately,  and  she  had  passed  very  black  and 
tarry  motions.  There  was  a  fair  amount  of  albumin  in  her 
urine. 

After  admission  the  vomiting  wuh  not  very  severe,  but  she 
complained  very  much  of  epigastric  \Min.  After  a  few  days, 
as  the  case  did  not  seem  to  warrant  any  o)>stetric  iuterferenoe 
at  that  time,  we  transferred  her  to  the  Royal  Infirmary.  After 
three  dayK  in  the  Royal  Infirmary  vomiting  ceased  entirely, 
and  she  was  well  enough  lo  go  home  in  a  fortnight.  The 
albumin  had  disappeared  from  the  urine. 

As  soon  as  she  went  buck  to  onliiiarj*  diet  at  home  the 
vomiting  rocm*red,  und  she  had  »  severe  attack  of  diarrhcea. 
She  returned  to  the  Royal  Infirmary  in  a  fortnight,  but  in 
spite  of  treatment,  the  vomiting  persisted,  so  they  sent  her  to 
us  for  induction  of  labour  nine  days  later. 

On  admission  the  patient  was  examined  by  the  resident, 
who  tried  to  introduce  his  finger  through  the  os.  There 
vras  no  indication  of  labour  coming  on.  Whtm  I  saw  her  a 
oouple  of  houru  later,  I  foun<l  tliei-e  was  no  need  of  inducing 
labom-,  as  the  os  was  nearly  half  dilated.  The  labour  ended 
naturally  about  five  hours  later.  The  child,  u  ft;niale.  was 
alive  and  weighed  7  lb.,  so  it  must  have  been  nearly,  if  not 
quite,  at  full  time.  A  mixture  of  bismuth  and  morphia  was 
given,  and  the  vomiting  ceased  a  few  hour^  after  delivery,  and 
she  was  able  to  take  a  fair  amuunt  of  notirishment  without 
pain.     She  made  a  good  recovery. 

The  melnena,  blood  in  the  vomit,  and  severe  gastric  pain  led 
mo  to  suppose  that  thore  was  a  gastric  ulcer,  but  of  that  I  am 
not  sure.  The  commencement  of  labour  so  soon  after  the 
exKnunat)on  was  probably  a  mere  ooincidenue,  as  I  thick  she 
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was  at  fall  time.  I  have  more  than  oaoe.  however,  had  laboar 
come  OD  spontaneously  in  cases  admitted  for  induotion,  where 
the  cause  has  evidently  been  excitement,  and  that  may  have 
been  the  case  here. 

In  connootion  with  diseases  of  the  blood,  a  case  of  perni- 
cious vomiting  associated  with  purpura  hsmorrhEigioa  will  lie 
detailed  (see  p.  48). 

Treahntnt  of  Pernicious  Vomittm/.  —  The  patient  should 
be  kept  quiet  in  bed,  and  her  bowels  should  he  cleared  out. 
If  food  is  given  by  the  mouth  it  should  be  peptonised,  and  if 
this  is  rejected,  feedini;  by  the  month  should  be  entirely  sus- 
pended, and  i-ecourse  had  to  rectal  alimentation.  Nutrient 
encniaiA  of  4  oz,  of  peptonised  milk,  heef-tca  aud  liquid 
peptonoids.  etc.,  can  be  given  three  times  daily  or  even  oftener. 
The  rectum  should  lie  washed  out  with  simple  warm  wiiler 
once  or  twice  daily  tu  allay  irritation.  Nutrient  milk  or  meat 
suppositories  may  he  used  alternately  with  the  enemata.  If 
the  patient  has  much  thirst,  a  pint  of  normal  saline  solution 
should  be  injected  high  up  into  the  bowel  once  a  day.  If 
there  is  renal  insuflicicncy,  I  would  give  saline  injeotione 
Buhcutaneously.  For  a  week  or  ten  days  the  patient  should 
have  DO  food  by  the  mouth ;  sips  of  hot  water  may  be 
allowed  her,  but  the  less  she  takes  into  her  stomach  the  better. 
When  this  time  has  elapsed  she  may  be  uUowed  peptouiaed 
food  by  the  month. 

As  regards  drugs  which  have  beeu  recommended,  their  name  i 
is  legion.  The  most  useful  ones  are  bismuth,  oxalate  of' 
cerium,  chloral,  and  the  bromides.  The  bromides  and  chloral 
may  be  given  by  the  rectum.  Small  doses  uf  niurphiii  given 
hypodermically  are  sometimes  useful,  hut  nt  other  times  only 
increase  the  siekuesH,  Hlimulants  are  often  required,  and  they 
oau  bo  given  by  the  rectum.  Small  chips  of  ice  soaked  in 
brandy  iire  somelimus  useful.  The  best  stimulant,  however, 
is  stryohnine,  .^iveti  hypodermioally. 


Obttetricai  Treatrtunt. — In  aU  cftsea  of  persistent  Tomiting 
a  thorough  examination  should  be  made  per  vcufinam  before  the 
patieut  has  become  oxliaust^d.  If  a  displaoemont  of  the  uterus 
18  found,  it  should  he  con'octed.  If  there  is  any  disease  of 
the  cervix,  or  old  inflammatory  condition,  this  ahoutd  be 
treated  at  once.  Painiiiif^  the  cervix  with  oocaine,  and  tUlat- 
inx  it  with  the  Hnger,  ooca^ioually  doe»  good,  probably  by 
acting  through  the  nervous  system.  In  fact,  in  sorae  oases 
where  there  is  a  strung  hysterica!  tendency,  the  visit  of  a 
oonsultant  often  doe?  good,  if  he  can  impress  upon  the  mind 
of  his  patient  that  the  remedies  he  is  ordering  will  be  sura 
to  relieve  her.  T  have  seen  this  prove  effectual  in  a  hysterical 
case.  If  ordinary  means  fail,  induction  of  an  abortion,  or 
premature  labour,  must  be  resorted  to.  This,  unfortunately, 
often  proves  fatal,  because  the  emptying  of  the  uterus  ts,  as 
a  rule,  only  resorte^l  to  when  the  [mlient  is  too  much  weakened 
to  stand  the  strain.  It  in  very  dinicuk  to  say  when  one  should 
resort  to  operation,  but  I  am  firmly  convinced  that  the  tend- 
ency is  to  delay  the  operation  too  long.  T  think  that,  if  after 
a  week  or  ten  days  of  rectal  alimentation,  the  stomach  will  not 
retain  food,  one  would  he  justiBed  in  emptying  the  uterus.  I 
have  more  than  once  found  the  vomiting  cease  as  soon  as  the 
bougie  was  intro]uo9<l  into  the  uterus.  The  greatest  care  must 
bo  taken  to  stimulate  the  patient  freely  during  the  induction 
and  for  some  time  after  it,  to  counteract  shook  which  may  prove 
fatal  in  Mich  an  enfeebled  constitution. 

Constipation. — Women  are  unfortunately  very  prone  to 
oonstijMtion.  and  in  pregnancy  it  is  very  common.  It  is  often 
acoompanied  with  haemorrhoids.  Patients  should  be  warned 
to  keep  their  bowels  free  by  regulating  their  diet,  and,  if 
neoessarv.  taking  an  aperient  regularly.  If  they  do  not  pay 
attention  to  this,  the  waste  products  of  tissue  metabolism  will 
accumulate  in  the  'tytem.  and  the  kidneys,  in  their  endeavours 
to  rid  the  system  of  these  waste  products,  may  have  a  greater 
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dtrain  thrown  on  them  than  they  can  bear.  The  result  \v1lt  be 
that  albumin  appears  in  the  urine,  and  the  excretion  lessens, 
until  finatly,  if  relief  in  not  obtained,  the  nerve  centres  are 
poisoned  iind  eolAmpsiH  rosalts.  Tbe  liver,  too.  is  involved, 
but  the  roie  it  plays  I  aiu  not  prepared  to  state.  I  liriiily 
believe  that  if  the  organs  of  excretion  are  kept  up  to  the  mark 
ther«  will  l>©  uo  fear  of  eclampsia. 

Treatment, — As  a  rule,  actLve  purges  are  not  necessary. 
unless  there  is  a  threatening  of  eclampsia.  In  ordinary  cases. 
A  tumblerful  of  hot  water,  with  or  without  a  small  amount 
ot  sahne.  the  Ijrsl  thing  in  the  mommg,  is  sometimes  sutlicient 
to  cause  an  evacuation  of  the  bowels,  and  it  also  heljra  to 
flush  the  kidneys.  Casoara  sagnMhi  alone,  or  combined  with 
Htryohnine,  Ix^Uadonua  and  aloin,  is  a  very  good  remedy  for 
constant  use. 

DiarrhcEa. — Diarrhoea  is  not  so  frequently  met  with  an 
constipation.  It  may  bo  caused  by  pressure  imtating  the 
bowel. 

Treattwnt. — The  ordinary  astringent  medicines  will  usually 
check  it,  but.  if  it  is  nervous  in  origin,  nerve  tonics  may  be 
required.  If  there  is  feverishness  acoomptuiyin^  it,  one  must 
not  forget  that  it  may  possibly  be  caused  by  enteric  fever. 

Diseases  of  the  Liver. — Catarrhal  jaundice  is  occasionally 
seen.  The  p»tieat>  may  have  be«n  snljjuct  to  attacks  tx;fore  she 
became  pregnant.  Kcgiilating  the  diet  and  giving  the  patient  a 
few  doses  of  calomel,  followed  by  a  saline  draught,  will  quickly 
correct  the  condition. 

A  very  much  more  serious  condition,  however,  occasionally 
arisea,  viz.,  acute  yellow  atrophy  of  the  liver.  This  condition 
ie  not  peonliar  to  pregnancy,  hut  a  large  proportion  of  the 
recorded  casee  have  been  in  pregnant  women.  The  hver  sub- 
staooe  becomes  acutely  degenerated  and  practically  destroyed. 
In  many  cases  it  shrinks  to  about  half  its  siise  and  mu.'j  qxCi.-^^ 
alK)ut  half  the  onlinar)*  wnight.     TVie  \«.\XTvi\\ai  '\ft  \M\Ai\iV.*i,  ^x^^ 
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the  urine  ooDtaine  leaom  aad  tyrosin.  The  cause  of  the  oon- 
ditioQ  must  be  an  acute  poi&oaing.  In  several  of  my  cases  of 
eolampsia  I  have  found  a  condition  ia  the  liror  which  cloaely 
resembled  the  early  stage  of  acute  atrophy. 

The  prugnosis  in  such  u  case  is  hopeless. 

Treatment. — Stimulate  the  patient  freely  and  give  purges. 
Saline  tmuiifusion  might  he  of  some  use. 

Gall  Stones. — I  have  never  yet  met  with  a  case  of  gall 
stones  during  pregnancy,  but  they  must  occasionally  occur. 

Treatment, — If  opiates  fail  to  relieve  the  suffering  surgical 
interference  will  be  called  for.  The  operation  may  cause  an 
abortion  or  premature  labour,  but  the  chances  are  that  it  will 
Dot  affect  the  pregnancy. 

Appendicitis. — This  condition  occasionally  arises  during 
pregnancy.  If  thore  is  any  indication  of  Biippumtion  an  opera* 
tion  should  be  done  at  onoe. 

Haemorrhoids. — These  are  very  common  in  pregnancy,  and 
are  sonietimes  very  painful.  The  pressure  from  the  utei-us 
aggravates  the  condition.  Palliative  treatment,  with  sedative 
ointments  and  suppositories,  and  keepiu*;  the  bowels  free,  is  all 
that  one  can  do,  as  an  operation  is  not  advisable.  They  usually 
improve  rapidly  after  delivery. 


CHAPTER  IV. 

[^  COMPHOATIONS  OF  PREGNANCY  (Continuttt). 

AflcctionB  (tf  the  Kicl[)t»y4 — NoplmtU^AuouialleB  of  the  UriDe  in  Preg 
nancj  —  Polyuri*  —  Glycoeturiu  -  Diabetos  Mcllitus  —  Ha-iuaturia  — 
AoeUinuria  —  PLtptouuria  ~  Pyuria  —  Levicin  and  TynMlD  —  Itenal 
Oftlcuius— H«iia)Tumoun — Floating  Kidnoj—CvaticDiaeaae — Hydro- 
tiep1iiX)«iR~  Pyo>nephrnaifi  —  Bladder  Compltcationa — Incutitiuvnoe 
&ad  Retention  of  Trine  -Vtraieo.Va«iDal  Kiatula— Vetiical  UalcuIJ — 
Cyrtitit. 
P  Apfiotionr  op  the  Kidnkvs. 

Ik  pregimnoy  the  kidneys  are  often  affected,  giving  rise  to 
what  is  known  as  the  kidney  of  prapiancy.  The  condition 
can  hardly  be  looked  upon  as  one  of  aoute  or  chronio  tiiAani- 
mation.  The  kidney  substance  may  be  slightly  enlarged 
and  somenbat  anaemic,  with  some  fatty  infiltration  of  the 
epithelial  celU.  Albtiniin  is  found  in  the  unne,  and  often 
fatly  and  hyaline  casts.  There  may  be  considerable  dropsy. 
Renal  insuSiciency  may  supervene,  and  in  such  a  case  there 
la  great  risk  of  eclampsia  if  free  excretioD  is  not  quickly 
re^atabliahed.  The  kidney  condition  clearn  up  very  quickly 
after  delivery. 

Nephritis. — Aoute  or  obronic  nephritis  may  be  present 
daring  pregnancy,  Yon  have  the  usual  indicationn.  The 
condition  will  not  dear  up  immediately  after  dehvery.  The 
albumin  may  lessen,  but  at  least  a  trace  of  it  will  remain  for 
a  considerable  time.  Premature  expulsion  of  tli(^  Mt^vTV^ 
contents  is  liable  to  occur,  with  or  wiihowt  cox\n\\\h\ows.     \v  v* 
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very  difficult  to  distiDgnish  the  kidney  of  pregnancy  from 
nepbritii;.  In  the  Utter  the  history  of  the  patient  previous  to 
itnprecnatinn  may  ^ve  you  the  clue,  and  if  the  Albumin  dooa 
not  clear  up  witbin  a  very  few  days  after  delivery  you  may 
definitely  decide  that  the  case  i»  one  of  nephritis. 

The  following  two  ousen  may  Ihj  taken  aa  typical  nf  the 
kidney  of  pregnancy. 

Case  I. — Mrs.  C,  i.-[jara.  tet.  thirty-seven,  whs  aeen  by  ma 
when  tieven  and  a  half  laontha  prej^nant,  as  she  complained  of 
headache  which  had  l)con  persistent  for  a  day  or  two.  I  found 
cBdema  of  the  lej^s,  l)ody  and  face,  and  the  urine,  on  boiling, 
became  solid  with  albumin.  I  at  once  ordered  her  to  bed, 
gave  her  a  large  dose  of  salts,  and  put  her  on  milk  diet,  with 
imperial  drink  and  a  diuretic  mixtare  of  acetate  and  citmte 
of  potash.  In  a  few  days  the  albumin  lessened  very  markedly 
and  very  free  excretion  was  eetahlished.  She  ooijtinued  the 
diuFotio  and  milk  diet,  and  took  a  Bulino  porge  every  morning, 
until  labour  came  on.  Once  or  twice  I  disoovered  a  consider- 
able amount  of  albumin  in  the  urine  after  she  had  suiTeptitiously 
indulged  in  meat  diet.  The  lalx>ur  was  uneventful  and  the 
albumin  (juickly  disappeared  from  the  urine. 

I  was  very  apprehcnbive  that  this  patient  would  take  fits 
liefoi'e  there  was  time  to  estiiblish  free  diuresis,  but  she 
foriunatelr  escaped.  I  doubt  the  possibility  of  this,  hnd  treat- 
ment Iwen  delayed  a  day  or  two. 

Case  n. — A  primlpara,  single,  «et.  twenty-four,  eight  months 
pregnant,  complained  of  vertigo,  transient  loss  of  vision,  and, 
headache.  There  was  marked  cedema  of  the  legs  and  face.  Thi 
urine  was  found  to  be  he&vily  loaded  with  albumin.  She  was 
put  upon  a  diuretic  mixture  and  ordered  to  take  milk  diet  and 
a  saline  purge  each  morning.  As  she  was  living  in  a  "  Home  " 
she  waa  not  admitted  to  the  hospital,  but  came  back  when 
labour  liad  commenced.  She  disregarded  the  instructions 
whiv)i  liiid  iMH^ti  fjiveii  her,  and  when  she  returui>d  in  latxiur, 
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aU  her  Bymptniitft  wete  founH  to  l>e  aggravated.  Two  pints  of 
saline  (1  dr.  each  of  acetAie  and  chloride  of  tjodiuni  to  llio  pint) 
were  infused  under  the  breast,  and  she  was  put  on  a  diuretic 
after  delivery.  The  labour  ended  naturally.  The  albuoiia 
disappeared,  from  the  urino  u  few  daj's  after  dolivory.  It  waa 
a  wonder  that  she  did  not  take  tits  during  labour. 

The  treatment  of  albuminuria,  whether  it  be  due  to  the 
kidney  of  pregnancy  or  to  nephntis,  is  the  same,  viz.,  free 
purgation,  the  administration  of  diuretics,  and  a  strict  milk 
diet.  In  cases  of  nephritis,  where  the  condition  is  known  to 
be  present  before  impregnation,  an  abortion  or  premature 
labour  may  have  to  be  induced.  In  such  cases  one  should 
not  wait  too  long,  but  should  empty  the  uterus  befora  any 
urgent  indications  arise. 

The  subject  will  he  dealt  with  more  fully  when  treating  of 
eclampsia. 

AnOHALIBS    ok    THK    CrINR    in    PRBONANOr. 

Polyuria  is  occasionally  seen,  and  it  may  reach  an  astonish- 
ing decree.  It  is  praotically  a  condition  of  diabetes  insipidus. 
The  specific  gi-avity  of  the  urine  is  very  low,  but  there  is  neither 
albumin  nor  su}<ar  present.  The  patient  experieuces  great 
thirst.     After  delivery  the  condition  is  relieved. 

Treattnent. — Except  for  the  thirst  the  patient  does  not  suffer, 
so  no  treatment  is  required.  It  would  probably  be  unwise  to 
attempt  to  diminish  the  excretion. 

Glycosuria. — -Su^far  is  sometimes  found  in  the  urine.  Some 
obserrors  say  that  it  is  present  in  50  per  cent,  of  the  coses  of 
pregnancy,  but  this  is  an  absurd  exaggeration.  During  lac- 
tation, sugar,  io  the  form  of  lactose,  is  constantly  found  In  the 
urine.  This  oomeB  from  absorption  from  the  breasts,  but  it  is 
of  no  con9e<^uenc£'. 

True  Diabetes  Mellitus  may  ariae  iVvirvu^  Yt«^caxvc>^  "asA 
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disappear  after  delivery,  but  it  may  exist  before  impregnation. 
Its  symptoms  are  liable  to  be  aggraratod  by  the  pregaanoy. 

Prognosis. — It  is  a  serious  condition  for  both  mother  and 
fcBlus.  In  a  large  number  of  cases  the  footus  dies,  and  the 
vroman  frequently  dies  shortly  after  deUvery. 

Treatment. — The  treatment  should  be  the  same  as  in  a 
non-pre^ant  case, 

Hsematuria. — Blood  in  the  urine  may  come  from  the  bladder 
or  the  kidneys.  From  the  bladder  it  may  be  due  to  acute 
cystitis,  a  vesical  tumour,  a  stone  or  vesical  hs&tnorrlioids.  In 
cases  of  eclampsia  it  is  very  frequently  seea,  and  it  does  not 
necessarily  mean  that  there  is  acute  nephritis,  as  both  the 
blood  and  albumin  disappear  from  the  urine  very  shortly  after 
delivery. 

Treainuint, — If  it  is  from  the  bladder,  the  cause  must  be 
removed.  If  it  is  from  the  kidneys,  the  treatment  is  the  same 
as  for  eclampsia. 

Acetonuria. — Acetone  will  be  found  in  the  urine  when  the 
fcetus  is  dead  and  macerated.  It  is  a  product  of  maceration. 
It  disappears  quickly  after  delivery. 

Peptonuria. — This  is  sometimes  found  during  pregnancy, 
but  more  commonly  duiing  the  poerperium.  In  the  latter 
condition  it  is  a  product  of  involution  of  the  uteras. 

Neither  of  these  conditions  requires  any  special  treatment. 

Pyuria. — Pus  may  arise  from  the  bladder  or  the  kidneys. 
This  subject  will  be  further  dealt  with  when  treating  of  cystitia 
and  pyo-nephrosis. 

Leucin  and  Tyrosin  have  already  been  mentioned  as 
oocorring  in  connection  with  acute  yellow  atrophy  of  the 
liver. 

Renal  Calculus, — During  pregnancy  the  presence  of  a  renal 
calculus  may  give  rise  to  a  considerable  amount  of  suffering, 
and  one  may  very  easily  bo  puzzled  to  account  for  the  severe 
pain.      When  severe  abdominal  pain  occurs  dunog  pregnancy, 
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we  naturally  took  for  the  source  of  tbe  pain  in  the  uterus;,  but 
it  must  not  bo  forgotten  that  it  may  be  in  another  organ  alto- 
gether.    The  following  cases  will  illustrate  this. 

CoHt  I. — A  prlmipara  when  about  six  months  pregnant  wa« 
seized  with  paroxysmal  pains  in  tbe  right  side  of  the  abJonieti. 
She  was  of  a  highly  nervous,  hysterical  nature,  and  it  was  diffi- 
oult  to  decide  whether  or  not  the  pain  was  as  excessive  as  she 
made  out.  She  had  never  luul  attacks  before.  An  examiuutiou 
revealed  that  the  uterus  was  quiescent.  The  pulse  and  tem- 
perature were  normal.  The  bowels  were  all  right,  and  the  urine 
bad  no  blood  in  it.  Large  doses  of  morphia  relieved  the  pain. 
She  had  one  or  two  more  seizures,  but  went  to  full  time. 
Some  time  after  delivery  she  brought  me  a  phosi^hatic  calculus 
which  she  liad  passed,  and  the  mystery  of  the  attacks  of  pain 
was  solved.  1  must  confess  that  I  had  not  thouglit  of  a  renal 
calculus  at  the  time,  as  the  urine  seemed  normal.  At  her  next 
pregnancy  the  same  occurred,  and  F  of  course  knew  what  was 
wrong,  and  told  her  to  be  ou  tlie  watch.  She  again  passed  a 
calculus  some  time  after  delivery. 

Case  II.  A  lienal  Calculus  with  I'yo-Mphrosis. — -About  the 
sixth  month  of  her  fifth  pregnancy  a  patient  was  seized  with 
severe  pain  in  her  right  side.  When  I  saw  her  she  was  having  a 
very  violent  rigor.  Her  temperature  was  106^  F.  and  her  pulse 
very  rapid.  Her  urine  showed  a  considerable  amount  of  pua. 
As  I  had  recently  seen  the  case  of  renal  calculus  just  nairatod, 
I  at  ODoe  thought  this  might  be  a  similar  one,  accompanied  by 
suppuration.  The  following  historj-  was  obtained.  In  her  early 
childhood  she  had  passed  hlood  in  her  urine  for  some  time,  off 
and  on,  until  she  was  nine  years  old  ;  after  that  she  had  had 
repeated  attacks  of  gravel,  and  was  twice  in  the  Royal  Infirmary 
at  the  ages  of  thirteen  aud  seventeen  for  treatment.  When 
pregnant  with  her  second  child,  she  had  been  seized  about  mid- 
term with  very  violent  pain  in  the  right  side.  &om%  *uaxx^  'e\SASt 
deUvery  she  had  passed  a  "  bratnWe"  sU>ue  aXioMX  Vft«i  «viJi.  "^ 
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a  beau.      She  described  it  as  covered  with  spines.      Daring 
hor  third  and  fourth  prognnndies  sho  hod  had  similar  attacks  _ 
of  pain,  but  liad  not  passed  any  more  stones.     1  attended  her  ■ 
at  her  fourth  conHnement,  hut  was  not  told  anytliinK  about 
the  paiafut  attack.     The  labour  was  very  <]uick,  although  the 
ohild  weij^hod   1 1   Ih.     From  this  history  T  concluded  that  Hho 
bad  a  calculus  and  that  suppuration  was  taking  place.     Palpa- 
tion of  the  kidney  was  impossible  on  account  of  the  pregnancy. 
Pressure  over  il  caused  great  pain.     After  the  rigor  passed  off 
the  acute  pain  lessened.      I   gave  her  quinine  and  Dover's  m 
powder,  and  the  temperature  soon  fell.      A.  few  weeks  later  she 
had  another  attJick  of  pain  but  no  rigor.     She  went  to  full  time,  _ 
and  gave  birth  to  another  1 1  lb.  ohild  aft«r  a  very  quick  labour.  I 
The  kidney  could  now  be  easily  palpated  tlirough  the  relaxed 
abdominal  wall.      It  was  very  much  enlarged,  and  seemed 
fluctuant  to  the  feel.      A  few  houi-s  after  labour  the  patient 
had  a  severe  rigor  and  the  temperature  i*08e  to  103"  F.     Sbo 
was  again  put  on  quinine  and  Dover's  powder.     She  had  a 
second  rigor  a  few  hours  later.    The  temperature  fell  to  normal 
on  tbo  third  day  of  the  puerperium,  hut  on  the  fouith  day  i6 
rose  to  103"  F.,  and  she  had  a  violent  rigor.     Her  pulue  was  so 
weak  that  I   gave  her  ^V  ^-   ^^    strychnine   hypodonnically. 
There  was  no  infection  of  the  uterus,  and  the  urine  had  not  ■ 
shown  ony  amount  of  pus.      I   now  determined  to  drain  the 
kidney.     I  had  purposely  delayed  tliis  until  the  early  days  of 
the  puerperium  should  be  over.    To  delay  longer  seemed  likely 
to  end  in  disaster.    On  the  morning  of  the  tifth  day  Dr.  Dal7.iel 
saw  the  patient  witii  me  and  oonfirmod  my  diagnosis.     Her 
temperature  was  again  nonnal.     I  passed  a  catheter  and  emptied 
the  bladder  of  about  a  pint  of  pus.     1  could  not  feel  anyfl 
calculus  in  the  bladder.     We  concluded  that  either  the  mani- 
pulations or   tbe   rigor   had   dislodged   the  calculus  from  the 
opening  of  the   ureter,   or  else  that  the  calculus  had  passed 
down.     At  aii  eventa  the  abscess  had  partiHlly  emptied  itself, 
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BO  we  decided  to  delay  operating  oa  the  kidney  until  she  had 
regained  strength.  From  that  time  onwards  she  improved 
steadily.  The  pus  very  aoon  diBappe&red  from  the  urine  and 
the  kidney  swelling  lessened.  Two  months  Inter  I  was  anxious 
to  have  the  kidney  explored,  but.  us  she  felt  quite  well,  she 
declined  the  operation.  The  calculus  was  never  scon,  and  it 
may  still  he  in  the  kidney,  lying  quiescent  until  she  again 
becomes  pregnant.' 

An  exploration  of  this  kidney  would  have  definitely  settled 
the  question,  but  I  think  there  can  be  tittle  douht  thai  the 
diagnosis  was  correct. 

The  presence  of  renal  calculi  is  said  to  predispose  to  abortion, 
but  this  has  not  been  the  coae  in  any  one  of  the  six  pregnancies 
of  these  two  cases. 

Treatnunt. — If  the  pain  is  not  too  severe,  and  the  attaoka 
ure  not  frequent,  you  niay  liMuiiorise  by  giving  morphia.  If 
pus  is  present  I  think  an  operation  should  \te  done.  In  case 
ii.  I  think  I  erred  in  not  insisting  on  this,  but  the  patient 
was  averse  to  it  until  after  delivery.  Unless  there  is  urgency, 
the  operation  should  t^e  delayed  until  at  least  the  second  week 
of  the  puei-perium. 

Renal  tumours  are  exceedingly  rare,  but  when  they  do  ooour 
they  must  be  treated  surgically,  if  necessary,  irrespective  of  the 
pregnaucy- 

Floating  Kidney. — The  right  kidney  seems  to  be  the  one 
mo.>9t  frequently  alfected.  It  will  not  give  rise  to  any  trouble 
unless  torsion  occur,  or  pressure  U|X)n  it  causes  renal  inaufSoi- 
ency.  In  rare  oases  the  kidney  has  been  found  oongenitally 
displaced,  so  that  it  lay  at  the  brim  of  the  pelvis.  Jn  such 
a  case  it  would  obstruct  labour.  In  the  curious  cases  of  horse- 
shoe kidney,  or  the  union  of  the  two  kidneys,  it  has  been  found 
at  the  brim  of  the  pelvis,  and  in  such  a  case  it  would  prove 
II  very  serious  obstruction  to  labour. 

'  ThU  patieot  Um  patted  through  a  tixth  ^ tv^jimy^^  wW^K^viX  va.*^ 
renm}  p»ia.    She  mu  doi/vewd  un  UtU  OctoWc,  \9Q(i.— ^-  i- 
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Cystic  Disease  of  the  kidneys  is  somelimea  found.  If  bhts 
is  very  marked,  fatal  eclampsia  is  likely  to  occur,  if  there  is 
not  suf&oient  renal  substanoo  left  to  carry  on  the  work  of 
oxcretion. 

Hydro-nephrosis.^Thisconditiion  may  occur  from  pressure 
of  a  displacorl  uterus  on  the  ureter.  It  mi^ht  also  occur 
if  a  renal  calculus  were  to  block  the  ureter.  The  uterus  should 
be  replaced  to  relievo  the  pressure. 

Pyo-nephrosis  has  already  been  referred  to  incase  ii.,  page 
35.  This  condition  was  also  present  in  the  case  of  purpura 
hoemorrhagica,  page  51.  An  abscess  behind  the  kidney,  but  not 
involving  its  substance,  is  also  recorded  on  paf^e  485. 

An  aI)Soes8  iu  the  kidney  ur  Itehind  it  should  be  treated  in 
the  ordinary  way,  by  incision  and  drainage. 

Bladder  Complications. — Irritability  of  the  bladder  is  very 
cx)mmon,  especially  in  the  earlier  and  later  months  of  preg- 
nancy. Micturition  is  very  frequent,  and  oikuses  considerable 
annoyance.  Very  nervous  women  arc  specially  liable  to  it. 
It  is  oauHed  by  pressure  upon  the  bladder. 

Treatment. — As  a  rule  no  treatment  is  necessary,  but  nerve 
sedatives,  such  as  bromide  and  lielladonna,  or  hyoscyamus,  may 
be  given  if  re<]uii-e<l. 

Incontinence  and  Retention  of  Urine. — True  incontinence 
is  oooasionally  seen  duriuji;  pi-egnancy,  but  in  the  vast  majority 
of  oases  where  there  is  a  constant  dribbling  of  urine,  it  is  not 
due  to  incontinence,  but  to  the  very  opposite  condition,  viz,, 
retention.  The  supposed  incontinence  is  merely  an  overflow 
from  an  overdistended  bladder.  This  condition  arises  in  the 
third  and  fourth  inonthi  of  pregnancy,  and  is  caused  by  a  back' 
wan!  ^|jap|^ipj*n|gnt  aj  iha  utacus.  A  retro-displaced  pregnant 
uterus  will  not  at  first  cause  retention  of  urine,  bat  during 
tile  third  [uontb  il  will  have  inci-eased  in  size,  auflSciently  to 
press  tlu±..iximx  agains^tiie  jicckof  the  bladder,  and  prevent 
the  emptying  of  that  orgau.     The  bladder  wiU  soon  become 


his    f 


I 


I 


COMPUCATWNS  OP  PREGNANCY. 


39 


distended,  and,  if  an  overflow  does  not  be^n,  rupture  will 
inevitably  occur.  This  has  happened ;  but  fortunately,  in  the 
great  majority  of  oases,  dribbling  of  urine  begins  and  the  bladder 
ie  saved.  When  the  constant  dribbling  begins  the  patient 
naturally  sapposes  that  she  is  passing  plenty  of  urine,  and 
will  be  sure  to  make  that  assertion.  A  oareless  attendant 
may  be  misled  on  hearing  such  a  statement,  and  imagine 
the  case  ia  one  of  incontinence.  It  is  really  surprising  how 
often  this  mistake  is  made.  In  every  case  of  dribbling  of 
urine,  especially  in  the  early  months  of  pregnancy,  it  should 
be  coDstantly  borne  in  mind  that  it  is  far  more  likely  to  be  a  , 
case  of  retention  than  of  incontinence. 

Diaijnoiis, — If  it  is  incontinence  the  bladder  will  be  empty, 
and  if  it  is  retention  it  will  he  full.  A  full  bladder  can  be 
diagnosed  by  abdominal  palpation  or  by  passing  a  catheter. 

Treatment. — Incontinence  should  be  treated  by  rest  and 
tonics.     Nax  vomica  will  strengthen  the  sphincter. 

fieUntwnT- —  Hffl  "Itrsf  thing  '\n  to  relieve  the  bladder  by 
pASmng  a  catheter.  This  must  be  done  with  the  strictest 
aseptic  precautions  to  prevent  cystitis.  If  the  bladder  is  very 
much  distended  care  must  be  taken  not  to  empty  it  completely, 
or  serioaa  hmmorrhage  may  occur.  If  the  urine  is  septic  it 
should  all  be  drawn  off,  but  some  boracic  solution  should  be 
injected.  The  subsequent  treatment  of  the  case  will  bo  fully 
dealt  with  under  the  heading  of  retro-displacement  of  the  gravid 
uterus.  When  the  uterus  is  replaced  there  will  be  no  further 
difficulty  of  micturition. 

Vesico- Vaginal  Fistula. — A  fistula  may  be  present  and  it 
would  give  rise  to  constant  dribbling  of  uriue.  Us  oausod 
diagnosis,  and  treatment,  will  be  fully  dealt  with  under  bladder 
oomplicatiotis  of  the  pucrporium.  . 

Vesical  Calculi. — These  are  ocoasiou&Uy  found  in  pregnant 
women.  Tho  signs  and  symptoms  arc  ihe  aame  as  in  the  non- 
pregn&ut,  only  they  may  be  aggravaUsd  b^  \Xv«  ^\:4&y;c\%ui^^ . 
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Trtatftieni. — They  ahould  be  removed  blirough  the  urethra 
or  by  vaginal  lithotomy,  before  labour  comes  on.  A  (airly 
Urge  stone  would  cause  coDsiderable  obstruction  during  labour, 
And  a  vesico-vaginal  fistula  would  probably  result.  If  the 
dnf;nosis  were  made  early  in  pregnancy,  it  would  l>e  lulvisaiile, 
if  possible,  to  delay  the  operation  until  after  the  seventh 
month,  so  that  if  labour  came  on  as  a  result  of  the  operation 
there  would  bo  a  good  uhance  of  the  child  surviviut^. 

Cystitis. — This  condition  is  much  more  common  during  the 
puerperium,  but  may  arise  during  pregnancy.  It  may  be  due 
lo  gonorrhcea. 

The  usual  signs  and  symptoms  of  cystitis  are  present,  viz., 
frequency  of,  and  painful  micturition.  The  urine  will  usually 
ooDtain  more  or  less  pus,  and  it  may  be  very  septic,  as  in  case 
ii.,  page  85. 

Treatment, — Alkalies  combined  with  hyoscyamua,  bella- 
donna and  buchu.  In  septic  cases  boracic  acid  internally  is 
very  useful.  Urotropin  is  also  useful  in  those  cases.  The 
bladder  should  l>e  washed  out  at  least  once  a  day  with  boracic 
solution.  The  patient  should  be  given  barley  water  and  other 
diluent  drinks  freely.  If  there  is  much  pain  morphia  should 
be  given.  In  a  chronic  case  like  the  following  the  bladder  may 
become  very  much  contracted. 

Case, — The  patient,  a  multipara,  was  fully  eight  months 
pregnant  when  admitted  to  the  hospital.  During  the  whole  of 
the  pregnancy  she  had  suffered  from  frequent  micturition  with 
severe  pain.  She  said  that  (or  weeks  she  had  scarcely  slept  at 
all.  The  urine  seemed  quite  normal  to  the  naked  uyc,  but  con- 
tuned  a  very  faint  trace  of  albumin.  She  had  been  under 
treatment  all  the  time,  taking  ulkalies,  buchu  and  hyosoyamus, 
and  also  nrotropin^  but  hod  got  no  reUef.  The  bladder  had 
not  been  washed  out. 

When  we  attempted  to  \\'ash  it  out  we  found  that  at  first  it 
would  not  admit  uiorti  than  au  uiinco  of  boi-acic  lotion,   and 
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would  contract  on  that  and  force  it  back  into  the  raised  funnel. 
The  bladd^  was  washed  out  twice  daily,  and  the  patient  was 
given  morphia  for  the  pain.  After  a  few  days,  more  fluid 
could  be  got  into  the  bladder,  and  the  patient  felt  much  more 
comfortable.  Labour  came  on  about  a  week  later  and  a 
prematiure  live  child  was  born.  The  bladder  then  quickly 
increased  in  size,  and  by  the  time  the  patient  left  the  hospital 
it  would  hold  from  6  to  8  oz.,  and  she  could  retain  her  urine 
comfortably  for  several  hours.  The  cause  of  the  cystitis  we 
could  not  definitely  ascertain.  There  was  no  indication  of 
gonorrhoBa. 


CHAPTKR  V. 

COUPUCATJONS  OH"  PREONANCV  (OmUmird). 

ot  the  Blood — Anwraia — f^eriiiciDUti  AiiiMoia — Scurry  —  Purpatm 
Htemorrhagics — nii>ino|>hil)ii — DiBcascanf  tho  Card ia- vascular  System 
— VftriooBe  Veins— Phl»gmMia  Atba  Doleus-  Thronibo«»— AnouriKm 
—Heart  Disease. 


DlBKAHiGfi    OF    THE    BlX>00. 

At  one  time  a  condition  of  plethora  was  believed  to  exist  in 
pregnancy,  and  an  a.  cuiiue<|ueDL«  lowering  remedies  and  often 
bleeding  were  frequently  resorted  to.  For  the  last  twenty 
years  or  so  an  entirely  opposite  opinion  has  Ijeen  held.  Care- 
ful analyses  of  the  blood  have  shown  that  a  verj-  different  con- 
dition from  i^ethora  exists.  The  total  amount  of  blood  is 
increused  to  supply  the  enlarged  vascular  arrangements  of  the 
uterus.  The  increase  is  in  the  watery  elements,  i.e.,  there  is 
a  condition  of  hydnemiu.  The  red  corpuscles  are  materially 
diminished,  the  albumin  in  the  serum  lessened,  but  the  tibhn 
and  extractive  matter  increaucd.  The  increase  of  fibi'in  ex- 
plains why  thrombosis  is  so  liable  to  occur  during  pregnancy. 
The  condition  is  thus  aeen  to  be  one  more  nearly  approaching 
that  of  anteniia  than  of  plethora.  It  is  not  exactly  a  condition 
of  anaemia,  however,  as  ulthougli  there  is  a  diminution  of 
haemoglobin  this  is  not  from  impo^'orishment  of  the  individual 
crlls,  hut  sinii»Iy  fri'Ui  dilution  by  the  increase  of  the  watery 
r-lemeut  of  the  blooil.  The  leucocy;«K  are  considerably  in- 
creased ill  number.      During  the  lirst  nine  or  teu  days  after 
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delivery,  the  red  corpuscles  increase  in  number,  and  the  heemo- 
f^lobin  in  quantity,  while  the  leucocytus  diminish  in  number. 

Amemia. — While  true  antemia  is  not  usual  in  pregnancy  it 
occurs  in  a  good  many  cases.  It  may  have  been  present 
before,  or  it  may  have  arisen  dunng  the  course  of  the  prog- 
tiunoy.  It  may  be  associated  with  nephritis,  cardiac  disease, 
pernicious  vomiting,  or  any  constitutional  disease,  such  as 
phUiisis.  In  some  cases  it  may  be  bo  marked  as  to  lead  one 
to  suppose  it  to  l)e  the  pernicious  form. 

The  patient  will  sliuw  all  the  usual  indications  of  antnmia. 
There  may  Iki  considerable  tcdenia. 

Treatment. — Iron  and  arsenic  should  he  freely  administered, 
the  bowels  kept  open  and  plenty  of  good  nourisliing  food  taken. 
Post'partum  htemorrbat^e  should  be  rigidly  guarded  against,  as 
the  patient  oan  ill  afford  to  lose  any  blood. 

Pernicious  Anxmia. — Fortunately  this  condition  is  rarely 
«oea  with  pregnancy.  When  it  does  occur  it  is  usually  fatal 
Co  both  mother  and  child.  It  may  arise  during  the  puerperium 
after  severe  post-partum  hicmorrhage,  especially  after  repeated 
attacks  of  secondary  hiumorrhage. 

Treatment. — Iron  and  araenio,  especially  the  latter,  sliould  be 
freely  administered,  and  if  there  is  no  improvement  the  utenis 
should  be  emptied  as  soon  as  possible.  If,  however,  the  patient 
is  very  weak,  the  operation  should  not  be  undertaken,  for  it  will 
only  hasten  the  end. 

The  following  two  oases. were  treated  in  the  Maternity  Hos- 
pital within  a  few  weeks  of  each  other. 

Ca6t  I. — Mrs.  B,.  v. -para,  ot.  twenty-seven,  was  admitted 
in  a  state  of  extreme  auttiiuia  with  marked  lemon-ycUow 
tint  of  the  skin.  During  her  former  pregnancies  she  had 
been  extremely  pallid,  but  she  had  never  before  shown  any 
yellow  discolomtion  of  die  skin.  Until  a  fortnight  previous 
to  adoiissioi)  she  had  liueu  able  to  perfonu  her  usual  house- 
hold work,  but  at  that  lime  she  had  heguu  va  %>\%«.x  Vlq.\& 
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shortness  of  breath  and  weakuess.  Almost  coutinuous  vomit- 
ing had  coDie  on,  and  she  had  noticed  the  yellow  colour  of 
her  »kin.  She  hod  consulted  a  doctor,  who  had  dia<^uosed 
enlargement  of  the  liver.  Some  days  before  admission  her  urine 
was  ob&ervcd  to  bo  very  dark  hi  colour  and  almotjl  opaque. 

The  patient  had  had  rheumatic  fever  seven  years  before. 

On  admission  the  os  waH  found  lo  be  the  size  of  half  a 
crown.  The  fundus  uteri  reached  two-thii^is  of  the  way  up 
to  the  enaifoFm  curtilage.  The  patient  was  well  uouriabed. 
the  skin  soft  and  smooth,  hut  of  a  lemon-yellow  tint,  more 
marked  over  the  flexures  of  the  various  large  joints.  The  Upe 
and  buccal  mucous  membrane  were  bloodless,  but  somewhat 
blue,  as  also  her  forehead.  The  pulse  rate  was  126,  and 
respirations  44  per  minute,  laboured,  but  not  noiey.  The  area 
of  cardiac  dulness  was  enlarged,  hut  the  heart  sounds  were  purei 
though  somewhat  weak.  The  area  of  hofrntic  dulness  was  in- 
creased in  an  upward  direction.  No  foetal  heart  sounds  could 
1)6  heard.     She  had  felt  no  movement  for  four  days. 

The  patient  was  so  collapsed  that  no  attempt  was  made  to 
deliver  her.  She  was  freely  stimulated,  but  giudually  saak 
and  died  undelivered.  ■ 

Post-mortem  Examination. — The  body  surface  presented 
a  greenish-yollow  hue,  most  marked  over  thu  flexures  of  the 
joints.  The  suljcutaneous  fat,  which  was  abundant,  also  pre-j 
sentod  the  same  colom*. 

Kciirl. — The  pericardium  contained  4  oz.  of  opaque  greenish-j 
yellow  fluid.     The  cavities  were  all  occupi&d  by  ante-mortem  j 
clots,    which   extended    into   all   the    vessels.     That   in    the^ 
right  auricle  showed  evidence  of  some  duration  in  the  shape 
of  stratification.     The   fibrous   layer  overlying   the  clot   was 
greenish    in   colour.     The   cardiac    muscle   was  pale,  and  in 
the  right  ventricle,  both  internally  and  extenially,  showed  the 
mottling  of  extreme  fatty  degeneration.     A  similar  conditioa 
was  visible  only  in  the  papillary  muscles  of  the  left  ventriclei  j 
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the  musonlar  substance  of  this  ventrjole  had  a  reddish-browD 
appearance,  but  eootions  parallel  with  the  surface  showed 
yellowish  mottling,  apparenUy  fiuiu  fatty  dugeaeratton.  The 
valvular  structtires  appeared  normal,  except  for  very  Klight 
thickening  of  the  corpora  aurantii  of  the  aortic  curtains,  and 
along  the  free  margins  of  the  mitral. 

Lttnijs. — The  pleural  cavities  contained  a  few  ounces  of  fluid. 
The  lungs  were  not  adherent,  but  both  very  aedematous  at 
their  bases. 

Spleen. — ^II  was  greatly  enlarged,  measuring  6A  in.  X  Sj  in. 
X  2  in.  Its  anterior  margin  waH  considerably  notched,  and 
there  was  a  transverse  groove  across  the  convexity.  Its  sub- 
stance was  almost  diflluenl  and  of  a  chocolate  colour. 

Liver. — It  was  considerably  enlarged  and  very  pale.  It 
measured  lU  in.  x  7^  in.  X  3i  in.  Its  out  surface  had 
a  peculiarly  waxy-looking,  pale  yellowish- brown  colour  ;  the 
central  parts  of  the  lobules  were  considerably  darker  than  the 
peripheral. 

Uterus. — The  gravid  uterus  was  removed  with  the  bladder 
and  rectum.  No  abnormality  was  detected,  except  a  general 
greenish -yellow  colour.  The  uterus  measured  10  in.  X  Qi  in. 
X  5  in. 

Kiilnet/s. — Both  ureters  were  slightly  dilated.  There  was 
nothing  abnormal  in  either  of  the  kidneys  or  suprarenal  glands. 

Stonuich  and  Jntestinei. — The  stonnaoh  showed  no  ulceration. 
The  blood-vessels  of  the  jojuuura  were  engorged,  and  at  several 
points  there  were  groups  of  miiiute  haemorrhages. 

Tionr  Marrow. — The  peripheral  part  of  the  marrow  of  the 
femur  at  its  lowest  end  was  of  a  dull  chocolate  colour,  the 
centre  maintaining  ita  normal  colour.  Higher  up  the  shaft  it 
was  all  transformed  into  a  dilTlucnt  dull  red  substance. 

Case  11. — Mrs.  S.,  iv.-para,  set.  twenty-seven,  was  admitted 
tn  hospital  in  an  extremely  antrmic  condition  nhout  the  middle 
of  the  ttiiitli  itioiiili  uf  her  fourth  pret^UAac^' . 
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A  fortnight  ufter  her  Reoond  confinement  she  had  been 
admitted  to  the  Royal  Liiflrmary  suCfering  Jrom  (WiBEnia.  There 
WHS  no  history  of  post-partum  hremoiThage.  She  was  dismissed 
well  in  a  month.  Some  months  after  the  birth  of  her  third 
child  she  had  again  been  treated  in  the  Infirmary  for  the  same 
complaint.  That  time  the  hiemoylobin  had  been  found  to  l)e 
25  per  cent,  and  the  rod  coi*pusclcs  800,000  per  cmm.  After 
a  month's  treatment  she  had  been  diBmisded  well. 

Since  then  for  about  a  year  ahe  hod  enjoyed  good  health, 
until  alxiut  three  weeks  before  fulmissiou,  when  her  skin  became 
pale  and  thea  yellow.  Her  breath  l>ecarae  very  short  and  she 
was  unable  to  do  her  usual  hout^ehold  work. 

On  admission  her  skin  was  of  tite  yellow  colour  of  extreme 
auH^mia,  and  the  lips  and  buccal  mucous  membrane  bloodless. 
Her  speech  was  slow  and  hesitating,  hut  her  mind  seemed  quite 
clear.  There  was  marked  tremor  of  the  hands  when  she  held 
them  up.  With  the  exception  of  redupUuatioa  of  the  second, 
and  want  oE  definition  of  the  first  sound,  especially  over  the 
mitral  area,  nothing  abnomml  wa«  found  in  the  heart. 

Per  viujittam  the  fcetal  head  could  Ik;  felt  through  the  os, 
which  was  about  the  siitc  of  a  shiUiug.  The  fwtal  heart  sounds 
could  iiui  be  heard.  There  was  a  faint  haze  of  albumin  in  the 
urine,  but  no  sugar  or  casts. 

It  was  decided  that  any  attempt  Co  deliver  her  would  only 
hasten  the  end,  so  beyond  free  stimulation  nothing  was  done. 
Shediedabout  twenty-four  hours ufter admission.  Post-mortem 
CiDsarian  section  was  at  once  performed,  but  the  child  showed 
DO  indications  of  life.  It  was  not  macerated  and  was  well 
developed. 

No  post-mortem  examination  was  allowed. 

The  rapid  termination  of  the  disease  in  both  these  caaee  is 
somewhat  remarkable.  In  neither  did  any  grave  symptoms 
arise,  until  within  three  weeks  of  death. 

Scurvy. — In  large  cities  like  Glasgow,  cases  of  scurvy 
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ocoasionnUy  sdoa,  eapeoiolly  during  bad  tinies.-  The  disease 
arises  from  improper  feeding.  It  msnifests  itself  in  the  usual 
way  by  spongincssi  of  the  giiiiis,  which  bleed  profusely  when 
touched,  aud  aubcutaaeouH  hiPinorrhage  in  different  parts  of 
the  body. 

Treatment. — A  iiboral  fresh  diet  is  all  that  is  necessary. 

Cfise. — A  multii)ara  waa  admitted  to  the  liospital  in  Itihour 
aL  full  time.  She  was  very  weak,  and  liad  evidently  been  on 
sSamtioQ  diet  for  some  time.  Her  mouth  was  in  a  filthy 
condition,  thef^ums  soft  and  spoDgy.  \  number  of  sulicutaneoas 
hfemorrhages  were  found  in  both  legs.  The  labour  terminated 
oaturolty  and  there  was  no  post-partum  hteniorrhaf;e. 

She  was  treated  with  nn  antiseptic  mouth  wash  and  a  liberal 
diet,  aud  in  a  few  days  the  scurvy  disappeared.  The  child 
showed  no  evidence  of  the  disease,  but  it  was  feeble  and  died 
in  a  day  or  two. 

Purpura  Hemorrhagica.— This  is  a  very  miti  compli- 
cation of  pregnancy,  but  when  it  does  occur  it  is  generally 
fatal.  It  may  arise  any  time  during  the  prognaacy  or  after 
delivery.  The  foetus  in  likely  to  )>e  destroyed,  and  if  it  is 
born  alive  it  may  show  the  disease.  The  pregnancy  will 
probably  be  interrupted. 

The  disease  manifests  itself  by  haemorrhages  from  the 
vartoua  mucous  membranes  of  the  body  and  under  the  skin. 
The  bleeding  may  be  bo  great  as  to  cause  profound  amiemia 
and  the  death  of  the  patient.  Post-pnrtum  htemorrhage  is 
very  apt  to  occur,  and  hivs  proved  fatal  in  a  uuml)er  of  cases. 
The  risk  of  sepsis  is  very  great.  During  the  puerperium 
metmrrhagia  may  occur  and  prove  fatal. 

Diaijnosi*. — The  only  disease  it  might  be  mistaken  for  is 
Boorvy,  In  the  latter  the  history  of  improper  diet  gives  the 
clue. 

Proftnnsi-i. — This  is  exceedingly  grave  for  both  mother  and 
fcetus. 
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Treatment. — Arsenic  should  be  given  freely.    In  the  following 
case  I  used  suprarenal  tabtoirls,  and  although  the  p&tienC  die^| 
the  purpurio  condition  certainly  improved. 

Cane.  Purpura  HiPtiv>rrh(U}kti  and  Pefnicioits  Vomttintf  of 
Pngtiancp. — Mrs.  W.,  beI.  nineteen,  was  admitted  to  the  Glasgow 
Maternity  Hospital  on  14th  June.  1901,  suffering  from  persiaieni 
vomiting,  which  hod  first  oommenoed  in  January,  but  had  beop_ 
much  more  severe  since  the  latter  end  of  May.  She  statod  thafl 
she  had  rejected  everything  except  a  little  water  Hiuce  about 
28th  May.  She  considered  herself  in  the  seventh  mouth  of 
pregnancy.  Her  health  previous  to  this  pregnancy  had  been 
excellent.  She  had  had  two  abortions,  one  nearly  four  years 
ago,  and  the  second  in  July,  1900.  They  had  both  been 
about  the  third  month.     She  could  give  no  cause  for  them. 

On  admission,  she  looked  collapsed,  sallow,  and  emaciate^fl 
JudKinj;  from  her  rinqs,  her  fingers  were  much  thinner  than 
formerly.  Her  pulse  was  about  120,  regular,  aud  of  fan-ly 
f<ood  tension;  temperature,  99'  F.  The  heart  sounds  were 
normal,  and  the  fcetal  heart  cuuld  be  distinctly  heard.  The 
abdomen  was  not  much  distended,  The  fimdus  was  slightly 
above  the  umbilicus.  There  was  no  cedema  of  the  legs.  The 
urine  was  very  scanty,  dark  ooloured,  muddy,  witli  a  peculiar 
sweetish  odour.  It  contained  distinct  trace  nf  albumin, 
cells,  epitheha]  d(>bris,  and  some  granular  tube-ca.sta. 

A  sip  or  two  of  egg-Hip  and  brandy  was  given,  but  it 
immediately  rejected.  Rectal  feeding  with  milk,  brandy 
beef'peptonoids  was  at  once  couinienoed.  The  enemata  were 
retftined.  Next  day  she  was  given  10  gr.  of  oxalate  of  cerium 
and  15  gr.  of  bismuth  subnitrate  tln-ee  times,  but  «he  rejected 
the  first  two  doses.  As  she  was  excreting  very  little  urine, 
25  02.  of  saline  solution  were  infused  under  the  right  breast. 
That  eveniug  her  temperature,  which  had  been  subnormal 
since  the  day  after  admission,  rose  to  lOl^""  F.,  hut  fell 
97*8^  F.  next  morning.     On  the  evening  of  the  18th, 
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to  103°  F.,  but  it  quiokly  fell  to  normal  again.  By  the  19th 
flhe  had  improved  oonBJderably.  The  sickness  had  nearly 
ceased,  and  she  was  able  to  take  imperial  drink,  milk  and  lime 
water,  and  brandy  and  ice  by  the  month  and  retain  it.  The 
fcetal  heart  soands  could  not  be  heard. 

On  the  30th,  a  distinct  rash  began  to  appear  about  the 
extensor  surfaces  of  the  elbows,  hips,  and  knees.  It  quickly 
became  purpuric  and  general  in  character.  The  gums,  also, 
began  to  bleed  readily.  Heematemesis  began  on  the  evening 
of  the  21st,  and  feeding  by  the  mouth  was  stopped.  The  pulse 
became  much  weaker,  and  tremor  of  the  hands  was  noticed. 
Her  face  became  cyanosed,  and  she  appeared  to  be  drowsy. 

Dr.  Carstairs  Douglas  tested  the  coagulability  of  the  blood, 
and  found  that  the  time  was  ton  and  a  half  minutes.     This  ia 
about  double  the  ordinary  time.     He  found  urobilin  in  the ' 
urine.     She  was  now  put  on  suprarenal  tabloids,  5  gr.,  three 
times  a  day. 

2Brd  June. — Hsmatemesis  occurred  twice  during  the  night. 
Hypodermic  injections  of  5  min.  of  liq,  stryoh.  were  given  every 
six  hours. 

24th  .Tune. — To-day  there  was  a  slight  vaginal  discharge,  and 
on  examination  the  os  was  found  partially  dilated.  Labour 
was  going  on,  but  the  patient  maintained  that  she  felt  no  pain. 
She,  however,  folt  the  vaginal  examination.  In  a  few  hours  a 
dead  fcetus  was  delivered  by  the  breeob. 

There  was  no  post-partum  hemorrhage,  but  as  a  preventative 
an  intra-uterine  douuhe  of  2  pints  of  water,  containing  30  gr. 
suprarenal  extract  to  the  pint,  was  given,  and  a  hypodermic  of 
ergolin  and  strychnine.  Two  pints  of  saline  solution  were 
infused  into  the  abdominal  wall.  The  pulse  was  very  feeble 
and  rapid.  The  foetus  did  not  show  any  eruption,  and  there 
were  no  h[Bmorrbages  into  the  placenta. 

35th  June. — Voraitin«  has  recurred  <)everal  times;  hiccough 
at  intervals  ;  pulse  almost  imperceptibVu.     ^\xia  Xv^s  ^RVCo.  V^Ml- 
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oloeed  eyes,  bub  when  spoken  to  eays  that  she  feels  much 
better.  The  ruBh  has  fade<t  very  much.  MuBCular  tremor  is 
very  marked.  Strychnine  injoolions  have  been  stopped,  and 
ether  used  nmtead.  She  died  at  10.45  p.m.  From  the  last 
hour  she  was  unconscious,  and  the  breathing  was  Cheyne- 
Stokes  in  oharactcr. 


We  were  fortunately  able  to  obtain  a  post-mortem  examina- 
tion.    Dr.  Canttairs  Douglas  reports  a-s  foUows  : — 

"Body  fairly  nourished;  sallow  and  jaundicod  tint  of  skin. 
Bigor  mortis  gone  in  arms,  present  in  legs.  Pupils  equally 
dilated. 

"  On  reflecting  the  skin,  the  tissues  were  found  to  be  very 
dry.     Fair  amount  of  subcutaneous  fat. 

"  Thorax. — Heart  oovered  all  over  anterior  aspect  with  fat; 
porioardium  normal.  Moderate  amount  of  dark  fluid  blood  in 
right  side.  Every  chamber  occupied  by  ante-mortem  firm, 
pale  clot,  extending  up  into  aorta  and  pulmonary  arter)'.  Left 
long  very  distinctly  emphysematous.  Right  lung  emphyse- 
matous in  upper  lobe,  solidified  in  lower  lobe. 

"Abdomen. —  Stomach  distended  witli  gas,  and  containing 
about  10  oz.  of  black  fluid  (blood).  Mucous  membrane 
greenish-yellow  in  colour,  and  a  few  small  pinkish  spots  seen 
here  and  there.  No  ulceration.  Gullet  and  duodenum  con- 
tained similar  material,  bnt  no  ulcers  or  bleeding  points. 
liver  Urge,  lirm  and  heavy.  Slight  degree  of  nutmeg 
changes ;  gall-bladder  distended.  A  subsequent  examination 
of  the  liver  and  kidneys  gave  evidence  of  a  deposit  of  iron 
similar  to  that  seen  in  pernicious  antemia. 

"  Spleeii  small ;  normal. 

"  Pancreas  small ;  normal. 

"  Left  kidru^y  fairly  normal ;  some  small  bluish-black  points 
ha  surface  of  cortex,  and  old  hft-morrhagcH.  Cortex  pale ; 
medulla    uunual.      Left    suprarenal    appeared   normal.     liu/hl 


m  abwwss  in  its  pelvis  containing  thick,  yellow 
pus.  The  absoees  burrows  to  a  moderate  extent  into  the  sub- 
Btaaoe  of  the  organ.     Suprarenal  appears  normal. 

"  Bladder  contains  a  little  brownish  urine ;  surface  normal. 

"  Tubes  and  ovaries  healthy.  Corpus  lateum  on  the  right 
side. 

"  i'tf.riis  well  contracted ;  wall  pale  and  thick  ;  deoidua 
entirely  away ;  a  little  hlood-clot  present." 

The  post-mortem  examination  did  not  throw  much  liKbt  on 
the  snbjeot  as  to  the  cause  of  the  disease.  The  small  alisoess 
on  the  kidney  can  hardly  be  coumdered  as  a  cause. 

The  observation  on  the  coagulability  of  the  blood  is  interest- 
ing. In  Fagge's  Medicim  it  is  stated  that  "  it  (the  blood)  has 
been  B&id  to  be  deficient  in  coagulatin*;  power,  but  this  seems 
to  be  a  mistake  ".  In  this  case  there  certainly  was  a  marked 
deficiency.  Unfortunately  we  were  unable  to  make  a  second 
observation  after  the  patient  hod  been  taking  suprarenal 
extract. 

The  disease  is  one  of  the  blood,  and  1  do  not  think  that 
prc>;nancy  has  any  share  in  causing  it,  the  increased  amount  of  J 
tibhn  in  the  blood  should  rather  act  as  a  preventative,  and ' 
this  fact  probably  accounts  for  its  infrequency  in  pre^ancy. 
What  part,  if  any.  the  pernicious  vomiting  played  in  causing 
the  disease  I  cannot  say.  but  it  undoubtedly  caused  the  patient's 
death,  as  the  purpuric  oonditiou  had  improved  very  much. 

I  would  have  induced  labour  for  the  vomiting  when  she 
watt  admitted,  if  I  hud  thought  she  could  stand  the  operation. 
Eectal  feeding  was  first  tried  to  see  if  we  could  strengthen  her 
a  Uttle,  and  she  undonbtedly  did  gain  strength,  but  when  the 
purpura  manifested  itself  (  felt  that  induction  would  only 
hasten  her  end.    The  result  proved  the  correctness  of  this  view. 

It  is  interesting  to  note  that  no  post-|>artum  ha'mon'hage  I 
occurred.     This  may  have  been  due  to  the  effect  of  the  R\i>{i«^ 
renal  extract.     The  painless  nature  ol  \.\\e  \b.Yxsv3i\:  ^nwi^  AwtiCcv^x 
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interosting  feature.  A  oase  of  painloss  labour  id  conneotion 
with  pernicious  vomiting  has  already  been  referi^  to  od 
page  2.5. 

Haemophilia. — This  oondition.  fortunatoly,  usually  skips  the 
females  in  a  Family  of  bleeders.  It  would  be  a  very  Berious 
complication  of  pregnancy,  and  especially  of  lalwur.  An  abor- 
tion would  be  very  likely  to  occur,  and  it  might  eatiily  prove 
fatal  from  hemorrhage.  One  oooasionally  meets  with  caaes 
where  a  very  large  amount  of  bleeding  habitually  ocour^.  after 
abortions  or  labours,  in  women  who  may  be  classed  as  habitual 
bleeders,  bat  they  can  hardly  be  said  to  suffer  from  true  hEemo- 
philia. 

Traatnient. — A  woman  autlering  from  hiemophilia  should  be 
strongly  adviseil  not  to  marry.  The  administration  of  sapra- 
renal  extract,  or  chloride  of  calcium,  would  probably  do  good. 
The  uterus  should  l»o  tirmly  plugged  as  soon  as  emptied,  either 
after  an  abortion  or  full  time  labour. 


Complications  Conkectbd  with  the  Cabdio-Vascu: 

System, 


i 


Varicose  Veins. — These  are  exoeadingly  common,  espeoi- 
ally  in  multipara?.  The  veins  of  the  legs  and  thighs  are  those 
chiefly  afTected,  but  the  labial  ones  may  also  show  the  conditioa 
in  a  marked  degree.  In  the  broad  ligaments  the  same  ooq- 
dition  exists  in  most  cases,  and  frequency  of  haemorrhoids  hae 
already  been  referred  to.  and  the  same  uondition  may  exist  in 
the  bladder. 

The  legs  are  very  apt  to  become  swollen,  and  phlebitis  may 
occur.  If  hy  any  chance  one  of  the  veins  should  l)e  injured, 
the  woman  mav  very  easily  bleed  to  death  in  a  few  minutes, 
if  prompt  measures  be  not  taken  to  check  the  htemorrhage 
An  injury  to  the  vulva  may  also  give  rise  to  very  profuse 
bleeding. 
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TreatJMnt. — The  legs  Bhould  be  kept  bandaged  while  the 
patient  is  on  her  feet,  and  she  should  rest  as  muoh  as  posBible. 
She  should  be  warned  to  guaixl  against  injury,  and  should.be. 
told  how  to  apply  pressure  if  a  vein  shoold  he  ruptured.'*'-**'  '^^f 

If  the  veins  become  inflamed,  the  patient  should  be  kept 
strictly  in  bed,  and  have  sedative  appHoations,  hke  lead  and 
opium,  or  l>ellHdonna,  applied  to  the  parts. 

Phlegmasia  Alba  Dolens  may  orine  during  pregnancy,  but 
it  is  more  apt  to  occur  during  the  puerperium.  It  will  be  dis- 
cn99e<l  when  dealing  \vith  the  oompLicatlons  of  the  puerperium. 

Thrombosis  may  arise  whun  ihg^eins  ara-inllmned,  and  if 
a  piece  of  Mf^^.  l^^^y^mes  detached  an  embolus  may  be  earned 
on  into  the  lungs.  During  the  puerperium  this  occasionally 
occurs  and  may  cause  sudden  doallt. 

An  embolism  or  a  hemorrhage  in  the  brain  may  occur,  and 
cause  hemiplegia,  but  we  shall  consider  this  under  the  nervous 
system. 

Aneurism. — An  aneurism  is  a  very  serious  complicatioa  of 
pregnancy,  especially  of  labour,  as  the  great  strain  thrown 
upon  the  circulation  would  be  very  apt  to  cause  rupture. 

TreatmetU. — The  usual  treatment  of  aneurism  would  liave 
to  be  adopted,  and  when  labour  comes  on  the  patient  should 
be  delivered  artltioially  as  soon  as  the  os  dilates,  so  as  to  avoid 
the  straining  during  the  second  stage. 

Heart  Disease. — Under  ordinary  conditions  heart  diseasa:] 
in  any  of  its  forms  is  a  very  serious  complaint.  When  it 
occurs  in  pregnancy,  or  when,  as  is  more  usual,  pregnancy 
ocooTB  in  a  patient  with  old-standing  heart  disease,  the  gravity 
of  the  condition  is  very  great. 

In  pregnancy  an  extra  amount  of  work  has  to  \ie  done  by 
the  heart,  to  supply  the  wauls  of  the  uterus.  When  the  heart 
ta  healthy,  nature  easily  pi'ovides  for  this  by  a  certain  amount 
of  hypertrophy,  especially  of  the  left  ventincle,  as  it  is  on  it 
principally  tlmt  the  extra  strain  falls.     \{  VW  Wutx.  \%  i^l^a^sij^aK^ 
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in  a  Don-pi'egaant  woman,  as  in  a  man,  uature  tries  to  romedy 
matters  by  a  compensatory  hypertrophy,  and  the  patient  may 
go  on  fairly  comfortably  for  yeai-s,  so  lon^;  as  the  compensation 
is  suffioiont.     If,  however,  the  woman  becomeH  pregnant,  the 

I  extra  strain  thrown  ou  her  oirouiatlon  is  ven,'  likely  to  upset 
the  arrangement,  and  failure  of  compensation  an<l  its  attendant 
evils   will   foUow^.      The  patient  suffers  from   breathleBsness, 

'  palpitation  and  cough.  (Bdema  of  the  legs  and  Ixxly  will 
oome  on.  The  lungs  will  also  hecome  uadematous,  and  bron* 
chitis  or  congestinn  follow,  so  that  the  piitient  catiiiot  lie  down. 
She  may  put  up  contiidemble  quantities  of  blood  in  her  sputum. 
The  kidneys  will  also  be  aSected,  so  that  albumin  will  be  found 
in  the  urine.  Bad  symptoms  do  not  an  a  rule  manifest  them- 
selves until  after  the  fourth  month.  Previous  lo  that  time  the 
fttrain  upon  the  oirculation  has  not  been  too  great  for  the 
heart,  but  from  then  onwards  it  gradually  increases  until  it 
reaches  its  maximum  during  labour,  when  the  overworked  organ 
may  give  out  and  the  patient  die  suddenly.  In  many  cases 
the  pregnancy  ends  pretnaturely.  The  accumulation  of  car- 
bonic acid  in  the  blood  is  liable  to  cause  uterine  oontraotioDa. 
Diiufiumh. — This  is  made  in  the  usual  way  by  the  detection 
of  the  murmurs.  The  cardiac  area  will  usually  be  increased 
and  the  position  of  the  apex  beat  displaced  outwards.  A  very 
slight  blowing  systolic  murmur  may  often  be  detected  at  the 
apex,  but  this  may  not  indicate  any  disease.  A  certain  amount 
of  dilatation  of  the  heart  occurs  in  pregnancy,  and  this,  by 
stretching  the  valves,  may  allow  of  a  certain  amount  of  regur- 
gitation, but  it  is  of  no  consequence  as  it  will  disappear  after 
delivery.  In  auiemic  cases  soft  blowing  heomic  murmurs 
tuust  not  l>e  taken  as  indicating  cardiac  disease,  but  on  the 
other  hand  tc  nnist  not  be  forgotten  thai  ver}'  liad  anicmia 
sometiines  Hccompanies  the  disease. 

Pr(Hfno»ii. — It   is   a   serious    condition,  but  not  nearly   so 
hopeless   as   Macdonidd  and    others   have    maintained.     The 
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greatest  risk  ariseH  during  or  shortly  after  delivery,  but  (his 
will  be  treated  of  later,  whon  dealing  with  labour  in  cases  of 
cardiac  disease. 

Treatnwnt. — If  sitflicJent  compensation  can  be  maintained 
during  pregnancy,  the  patient  will  do  well.  To  maintain 
compensation  cardiac  tonic»  are  f^enenilly  necessary,  but  one 
occasionally  sees  a  case  where  they  are  not  required.  In 
most  cases  tonics  should  he  given  during  the  latter  half  of 
preignancy.  Strophanthus  is  a  pure  cardiac  tonic  and  is  there-| 
fore  more  suitable  tlian  digitalis.  In  the  majority  of  oases  ■ 
one  is  called  upon  to  treat  iheui  when  failure  of  compensation 
hah  manifested  itself.  When  the  lungs  are  involved,  carbonate 
of  ammonia,  combined  with  the  canliac  tonic,  is  very  useful,  If 
there  is  mucli  dropsy  one  may  use  a  diuretic  with  the  cardiac 
tonic.  The  patient  should  bo  kept  at  rest  in  bed.  If  no 
improvement  occury,  it  may  be  neoessary  to  empty  the  uterus, 
but  there  is  considerable  risk  in  doing  this,  as  the  strain  of 
labour  may  only  hasten  the  end.  In  Imd  oases  prematura] 
labour  is  apt  to  occur  spontaneously. 

Case  1.  Aortic  hwotnpetence — Premature  Labour. — Mrs.  C, 
[Dt.  forty-two,  multipara,  came  to  me  complaining  of  cough, 
breathless ness.  and  swelling  of  the  legs.  She  hud  had  live 
children,  one  stiUinm  and  three  abortions.  After  her  first  con- 
hnement,  twenty-two  years  ago,  she  hod  had  rheumatic  fever. 
On  examining  her  chest,  I  found  bronchial  niles  all  over 
the  lungs  and  evidence  of  cedema  at  the  bases.  There  was 
marked  pulsation  in  the  carotids.  At  the  base  of  the  heart  a 
blowing  diastolio  murmur  was  heard^  well  conducted  down  the 
sternum.  At  the  apex  there  was  no  murmur  to  be  heard.  The 
upex  beat  was  displaced  outwards,  but  as  she  was  o  very 
stout  woman  it  was  impossible  to  make  out  the  exact  size  of 
the  heart  by  porcussion.  Menstruation  was  regular.  The 
bronchitis  soon  yielded  to  treatment,  and  I  then  put  her 
upon   Enston's  synip. 


A  short  time  after  this,  menstruation  oeased,  and  at  first  she 
asori  bod  this  to  the  menopause ;  but,  as  morning  sickness 
began,  1  examined  her  and  found  that  she  was  pregnant.  I 
then  put  her  upon  strophanthus.  She  did  fairly  well  until  the 
seventh  month,  when  oedema  of  the  legs  returned,  and  breath- 
lessuesH  beoame  vury  bad.  The  propriety  of  iuduoing  labour 
arose,  but  I  was  Loath  to  do  this.  My  dit!luulty  was  solved 
by  premature  labour  coming  on  of  itself.  The  labour  was 
fairly  quick,  and  the  strain  upon  her  system  not  very  great. 
The  child  was  gtill-horn.  There  was  a  considerable  amoant 
of  post-partuin  hiemorrh&ge,  but  not  excessive  for  suoh  a 
plethoric  woman.     She  made  a  good  recovery. 

Case  II.  Mitral  Incompetence — Great  (Edevm  of  the  Legs, 
Botiy,  and  Ltim/a — Labour  at  Full  Time. — The  patient  was  a 
multipara  about  forty  years  of  age.  She  had  had  heart  disease 
for  a  good  many  years,  and  several  times  had  Iwen  very 
dropsical.  When  Qrst  seen  she  was  within  a  few  weeks  of 
full  time.  She  was  propped  up  in  bed  panting  for  breath. 
The  legs,  body  and  face  were  very  axlematous,  and  her  Ups 
wore  quite  blue.  She  had  a  very  troublesome  cough,  and  was 
spitting  up  bright  blood.  Her  pulse  was  very  quiok  and 
irregular.  The  heart  was  greatly  dilated.  There  was  a  loud 
systolic  murmur  at  the  apex,  conducted  round  into  the  back. 
The  lungii  showed  evidence  of  extreme  engorgement. 

Her  condition  seemed  very  critical,  but  after  a  few  days 
treatment  with  digitalis,  carbonate  of  ammonia  and  senega 
she  improved  very  mach  and  could  lie  down.  She  went  to 
full  tinoe.  One  night  she  got  out  of  bed  to  get  a  drink  of 
water,  and  while  crossing  the  floor  the  child  was  suddenly 
expelled  by  a  single  pain.  The  cord  broke  a  few  iuuheB  from 
the  umlulicus.  The  child  was  alive  and  showed  no  evidence  of 
injury.  The  patient  was  at  onoe  put  back  to  bed  and  the 
pUcenta  came  away  naturally,  She  made  a  good  recovery. 
The  child  developed  oongenital  syphilis  and  died  in  a  few  weeks. 


CO.\rPUCATtONS  OF  PREQ^'ANCY. 


57 


Twice  afterwardn  I  treated  this  woman  for  Cailore  of  oom- 
penaatioa.  but  she  was  nevor  again  pregnant.  She  died  about 
four  years  after  the  coiiliuemeDi,  but  uol  under  my  oatu. 

due  Ifl.  Mitral  Stenosis — Labour  at  Full  Time. — Mrs. 
MoA.,  aged  (bir(y-tive,  consulted  me  m  1894  to  see  tf  there  was 
anything  wrong  with  her  to  prevent  her  becoming  pregnant. 
She  had  been  marrio<J  some  years,  and  was  very  mucli  dit^p- 
[Minted  that  she  had  not  had  a  child.  She  had  had  rheumatic 
(ever  three  timoii.  and  on  examining;  her  heart  a  very  loud, 
roujijh  pfcsystolio  murmur  was  heard  at  the  apex.  The  thrill 
oould  be  distinctly  felt.  Her  pelvic  organs  appeared  to  be 
nonnal.  I  told  her  that  she  oui^ht  to  ho  thankful  that  she  had 
never  beea  pregnant,  and  that  for  her  sake  I  hoped  she  never 
would  become  so. 

About  a  month  later  she  had  a  very  bad  attack  of  breath- 
lessness,  and  twgan  to  cuu^h  up  blix>d.  1  found  her  propped 
ap  in  bed.  Her  lips  were  very  blue.  The  base  of  l)oth  luugi^ 
showed  marked  (sdema,  aud  as  her  temperature  was  up  1  %\*a6 
afraid  it  would  end  in  a  double  pneumonia.  MuRtanl  poiiltioes 
were  appUed,  and  she  was  put  on  large  doses  of  carbonate  of 
ammouia  and  digitalis.  She  was  much  relieved  in  a  few  hours, 
and  made  a  good  recover}'. 

A  few  months  later  she  came  to  tell  me  that  menstruation 
hod  ceased  for  two  periods.  She  said  she  had  no  sickness,  and 
was  feeling  perfectly  well.  She  had  bad  one  or  two  attacks  of 
breathlesBuuHS  since  her  illness,  but  had  taken  some  digitalis 
and  ammonia,  which  had  quickly  freed  her  from  this  symptom. 
I  found  she  was  pregnant,  and,  although  1  had  told  her  of  the 
great  risk  she  ran,  she  was  quite  plea^d  at  the  pri)spects  of 
lubving  a  child.  I  advised  her  to  take  Htrophanthus  in  tabloid 
form — 2  min.  tluree  timee  daily  during  the  whole  pregnancy. 
She  went  to  full  time  without  a  day'<i  sickness,  and  aaid  that 
she  had  never  eujuyed  letter  healtlt.  Only  onoe  or  twice  did 
she  have  any  bi-eathlesaness. 
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When  labour  set  in  I  gave  hor  a  large  dose  of  strophanthus. 
In  about  six  hours  from  the  onset  of  la(x>ur,  when  the  oe 
was  nearly  fully  dilated,  her  breatlun^;  began  to  !«  em  fiaiTassed, 
and  her  lips  became  blue.  I  hiwl  sent  for  aesistaace,  but  her 
oondition  became  ao  bad  that  I  took  the  risk  of  giving  her 
chloroform  alone,  and  applying  the  forceps  after  fully  dilating 
the  cervix.  The  child  wan  ativu.  After  the  placenta  came 
ftway  she  bled  freely,  and  I  allowed  her  to  do  so.  The  poise, 
which  had  Iwen  56  before  delivery,  rose  to  112.  An  hour 
after  delivery  1  gave  her  5  min.  of  strophanthus,  and  during 
the  night  she  had  4  min.  every  three  hours.  She  made  ao 
excellent  recovery.  The  cardiac  tonic  was  continued  during  the 
puerperiuiu. 

Caae  IV.  Mitral  Steiiosu — Labour  at  Ftdl  Time. — Mi's. 
6..  «t.  twenty-four,  ii.-para,  was  admitted  to  the  Glasgow 
Maternity  Hospital,  on  I3th  March,  1899,  complaining  of  cough, 
breathlessuess,  and  swelling  of  the  legs  and  feet  of  six  weeks' 
duration.  ■ 

Three  years  ago,  prior  to  marriage,  the  patient  was  in  the 
Royal  Intirrnary  of  Glasgow,  under  treatment  for  an  attack  of 
acute  rheumatism.     She  was  married  two  years  ago,  and  one  H 
year  ago  she  hod  her  tirst  child.     Whilst  she  was  can-ying  the 
Brst  child,  she  suffered  a  good  deal  from  swelling  of  the  feet,  _ 
breath tcHsnesR  and  cough,  but  not  to  such  a   marked  extent  fl 
OS  on  the  pre&ent  occasion.     The  patient  stated  that  for  the 
last  six  weeks  she  hod  been  qt^ite  unable  to  lie  down  at  night 
on  account  of    her    breathlessness.      She   calculated  that  alie 
was  about  seven  and  a  half  or  eight  months  pregnant.  H 

Condition  on  Admission. — Patient    was    pale    and   anifimie 
Looking.     There  was  well-marked  tcdema  of  the  lower  limbs — 
more  marked  on  the  right  aide — also  over  the  sooi'um.     Therol 
was  no  swelling  or  cedema  of  the  face. 

There  was  a  troublesome  cough  and  marked  dyspncea,  wit 
a  tendency  to  cyanosis,  but  no  spitting  of  blood.     Kxaminationj 
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of  the  lungs  showod  itnpairmeut  of  resonance  at  both  bases, 
together  with  weakened  respiratory  murmur  and  a  few  6no 
rlUes.     There  was  nothing  at  the  apices. 

Heart. — Marked  impulse  jutit  within  the  nipple-line.  On 
palpation  a  well-marked  presystolic  thrill  could  be  fait.  On 
percussion  the  area  of  cardiac  dulnesK  extended  on  the  left 
to  3  inches  to  the  loft  of  the  midBternHl  line,  on  the  right  to 
the  midst«rual  Une,  and  above  to  the  lower  border  of  the  third 
costal  cartilage.  On  ausculUition  a  well-marked  preayfitolic 
murmur,  followed  by  a  very  rough  lirst  sound,  could  be  heard. 
Over  the  pulmonary  area  there  was  well-marked  reduplication 
of  the  second  .<w)und. 

The  fcetal  heajt-sounds  were  audible.  During  her  stay  in 
hoflpital  we  frequently  failed  to  bear  the  foQtal  heart-sounde  for 
days  at  a  time,  and  yet  the  child  was  aliva 

The  [Mtient's  urine  contained  a  trace  of  albumin. 

She  wa»  put  upon  tr.  Htrophonthus  (10  miu.),  uaffein 
citrate  (2  gr.),  and  pot.  iodi.  <5  gr.)  every  four  hours.  In  a  few 
days  the  swelling  of  the  Limlm  and  trunk  hod  disappeared,  the 
cough  and  breath leasneas  were  gone,  and  the  patient  could  lie 
down.  The  albuuuD  had  di»appeared  from  the  uriue.  She 
remained  well  until  23rd  April,  when  labour  set  in.  The  os 
dilated  rapidly,  and  as  soon  as  the  tirst  stage  was  completed 
chloroform  was  given,  and  delivery  effected  by  forceps.  There 
was  no  post-partiun  haemorrhage.  She  made  an  uninterrupted 
recovery.     The  child,  a  female,  was  alive. 

Case  V.  Mitral  Stenoifii  wtd  Incomjmtmve  —  huhtctuin  of 
Abortion  at  the  Knd  of  the  Third  Month. — Mrs  C,  a  multipara, 
liad  suffered  from  heart  disease  for  a  number  of  years.  She 
had  had  repeated  attacks  of  breathless uess,  palpitation,  etc., 
and  at  her  last  full-time  confinement  had  very  nearly  died. 
Dr.  Corstairs  Douglas,  who  ]ia<l  attended  her,  was  of  the  opinion 
thai  she  could  not  stand  the  strain  of  another  labonr,  and  he 
had  induced  an  abortion  at  the  third  mot\tV\  «.VwiU\.  V>«o  ^«fta%1 
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af!o.  Dr.  Taylor,  of  Skelmorlie,  sent  her  to  me  for  iaduction 
of  an  abortion. 

She  was  throe  months  pregnant.  Her  heart  was  eonsider- 
ahly  dilated  and  irregular,  and  quick  in  its  nction.  At  the  apex 
a  prcsystoh'o  and  a  systolic  murmur  were  heard.  Considering 
her  past  histury.  I  agreed  that  an  induction  of  an  abortion  was 
the  bofit  treatment. 

The  patient  was  prepared  for  the  operation  by  the  adminia- 
tralion  of  a  purgative.  Uri  the  following  day,  after  thoroughly 
cleansing  the  externa]  genitals  and  douehing  the  vagina  \^nth 
lysol  aolution.  1  passed  a  sterilised  sound,  and  moved  it  atx)at 
freely  in  the  uterus.  Two  days  later  uterine  action  began. 
About  midday  the  patient  was  seized  with  a  very  violent 
rigor,  which  lasted  for  (uUy  live  minuto^^.  Uer  temperature 
rose  to  105"  F.,  and  her  pulse  became  so  rapid  that  it  could  not 
1)6  counted.  1  at  once  stimulated  her  freely,  and  gave  her 
10  gr.  ol  qalninu.  She  had  several  very  severe  rigors  in  a 
short  time,  and  then  the  uterus  emptied  itself.  Everything 
came  away,  and  seemed  perfectly  fresh.  1  gave  an  intra- 
uterme  douche.  The  sliuiulation  wiks  continued,  und,  in  addi- 
tion, a  large  dose  of  calomel  uras  administered.  There  were 
one  or  two  rigors  after  the  uterus  was  emptied,  and  the  tem- 
perature remained  at  10-5'  F.  until  the  bowels  moved,  about 
four  hours  later.  She  pas)>ed  a  very  large  quantity  of  hornbly 
offensive  fieces.  The  stench  was  so  overpowering  that  the 
nurse  had  to  open  all  the  windows  and  doors.  In  a  short 
time  the  temperature  fell,  and  in  twelve  hours  it  was  normal. 
It  never  rose  again,  and  she  made  a  good  recovery.  She  has 
since  died  from  hcArl  disease. 

The  rigors  and  high  temperature  puzxled  me  at  the  time.  I 
luuJ  taken  every  precaution  against  sepsis,  but  if  she  liad  died  be- 
fore the  bowela  moved  I  would  never  have  been  able  to  get  rid 
of  the  feehng  tluit  m  some  way  or  otlier  I  hod  infected  her. 

It  was  clearly  a  case  of  auto-infection  from  the  contents  of 
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the  bowels.  I  have  ocoasionally  seen  cases  of  Ihis  daring  bhe 
pQerperiuin.  hut  never  such  an  alarming  one.  The  purgative 
^vea  before  the  operation  had  caused  a  motion,  but  had  not 
cleared  the  bowels.  The  curious  thing  was  that  tho  patient 
doniod  that  she  had  been  specially  constipated. 

C(ue  V{,  Mitral  ami  Tricuspid  Incompetetice — Labour  at 
FtUl  Titne. — Mrs.  McM.,  aged  twenty-seven,  iv.-para,  was  sent 
into  the  Glasgow  Maternity  Hospital  hy  Dr.  Geo.  Turner. 
There  was  extensive  oidema  of  the  lugu  and  especially  of  the 
vulva.  There  was  also  some  swelling  of  the  face.  Both  lungs 
showed  evidence  of  cedema  at  the  bases  behind.  A  soft 
systolic  inunnur  was  auditile  in  the  mitral  area,  and  a  sharper, 
high-toned  one  in  the  tricuspid  area,  also  systolic.  The  j>OBition 
of  the  a^}eK  l>eat  could  not  be  made  out,  neither  could  the  exact 
si^e  of  the  heart  be  determined,  as  the  longs  were  evidently 
emphysematous.  Bi-onchitic  n'iles  were  heard  all  over  the 
ohesi.     The  urine  contained  a  traou  of  albutuin. 

The  patient  was  markedly  anaemic.  She  stated  that  she 
had  been  breathless  for  a  considerable  time,  and  that  the  legs 
had  been  swollen  for  a  few  weeks.  The  swelling  of  the  vulva 
had  only  come  on  within  the  last  few^  days.  She  considered 
that  her  labour  was  due  in  a  few  days.  The  labia  were  punc- 
tured and  aJlowed  to  drain  Into  sterilised  dressings,  and  tr. 
strophanthus,  10  miu.,  and  am.  carbonate,  6  gr..  given  every 
four  hours. 

She  improved  cuusiderAbly  and  fear  days  later  labour  came 
on.  The  tirst  stage  lasted  alx)ut  four  hours.  At  the  end  of  it 
she  began  to  show  cardiac  embairassment.  The  pulse  booamo 
weak  and  irregular.  She  was  given  a  hypodermic  injection  of 
digitalin  and  strychnine.  Chloroform  was  administered  by  Dr. 
Primrose,  and  Dr.  McClure  delivered  her  with  forceps.  The 
child  was  alive.  The  uterus  relaxed,  and  a  gush  of  blood  was 
allowed  to  escape.  The  uterus  was  tbeu  Hrmly  grasped,  and 
the  placenta  expelled.     As  thti  patieuti  \n«^\qic^  iaaisi.vdvi,'vwi%& 
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aot  considered  a4lvidable  to  allow  any  more  bleeding,  so  sho* 
wafi  given  a  hypodermic  of  ergotia  uud  a  hot  iutra^uterine  douche. 
Four  hours  after  delivery  the  pulse  wus  very  feeble  and  Iwgan 
to  run.  One  pint  of  normal  saline  solution  was  run  into  the 
tiaaues  beneath  the  right  brcaat.  The  i^ulse  became  stronger 
after  this.  Digitalin  and  Btryohnine  injections  were  given  every 
six  hours  and  3  dr.  of  whisky  evcrj"  two  hours.  Twelve 
hours  after  delivery  she  had  rallied  sufficiently  to  be  moved 
into  the  ward. 

She  did  very  well  until  the  fifth  day  of  the  puerpeinum,  when 
hor  temperature  rose  to  lO'i'4''  F.  and  her  pulse  to  HO.  She 
was  given  an  intra-uterine  douche,  and  digitalin  and  strychnine 
hj*podermica]ly.  The  temperaturu  fell  to  992"  F.  next  day. 
After  that  it  remained  irregularly  febrile,  and  her  pulse  at 
times  was  very  feeble  and  quick.  The  umuuiia  seemed  to  be 
progressing,  bo  as  soon  as  her  stomach  would  stand  it  she  was 
given  peptonatcd  iron,  in  addition  to  her  cardiac  tonic  and 
stimiUant,  We  also  gave  her  a  large  saline  injection  into  the 
abdominal  wall.  By  the  eighteenth  day  of  the  puerperium  she 
was  improving.  The  temperature  was  still  sUghtly  raised.  In 
spite  of  all  we  could  gay  or  do,  the  husband  insisted  on  takiog 
har  home.  I  saw  her  about  ten  days  after  ahe  left  the  hospital^ 
She  wtt.s  still  very  aninmio,  but  had  improved  somowhiit,  in 
spite  of  the  fact  that  she  was  lying  in  a  sunk  apartment,  whera^ 
artificial  light  was  necessary  in  the  middle  of  the  day.  f 

The  febrile  condition  was  undoubtedly  due  to  suprusmia  in 
part,  but  I  think  the  aniumia  also  contributed  towards  it.  She 
had  very  bad  ulcerating  piles,  and  I  have  no  doubt  that  in- 
fection spread  from  them  to  the  vagina.  The  condition  bordered 
very  closely  on,  if  it  was  not  actually  one  oU  pernicious  ancemia. 

Case  VII.  Mitral  SteitosU  and  Incompeimce  aioivj  ufitk  Aortic 
Stena$is — Labour  at  Full  Time. — Mrs.  B.,  et.  thirty-two,  viii,- 
p«m.  This  patient  Itad  never  had  rheuuiatiu  fever,  but  for  somfl 
^ears  she  had  been  troubled  with  breaihleBauefiS  and  palpitatioc 
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especially  during  her  pregnancies.  Her  sevunth  pregnancy  had 
ended  in  an  abortion  at  the  end  of  the  thin)  month.  I  first  saw 
her  when  the  ubortion  was  partially  completed.  She  was  very 
ill  hut  recovered].  About  the  sixth  month  in  the  eighth  preg- 
nancy she  came  for  treatment,  as  hreathlessness,  palpitation 
and  cough  were  becoming  very  troublesome. 

The  apex  beat  of  the  heart  was  displaced  quite  u,n  inch  out- 
side of  the  nipple  tine  and  a  distinct  thrill  could  bo  felt.  There 
was  distinct  pulsation  in  the  suprasternal  notch.  At  the  apex 
a  rough  presystolic,  followed  by  a  systolic,  murmur  was  heard. 
The  systolic  portion  of  it  could  be  heard  round  lowai-ds  the 
back.  Over  the  aortic  cartilage  a  syBtolio  murmur  could  be 
heard,  extending  up  into  the  neck.  Bronchial  rales  were 
apparent  all  over  both  lungs.  Compensation  had  evidently 
failed. 

The  patient  was  at  once  put  upon  loige  doses  of  strophan- 
thus.  carlxinato  uf  ammonia,  and  senega.  The  heart  quiokly 
responded  to  this  and  the  lung  condition  cleared  up.  She  went 
to  full  time  and  the  lalx>nr  ended  naturally. 

These  cases  are  Kuflictent  to  illustrate.'  the  condition  during 
pregnancy,  but  I  shall  give  notes  of  a  few  more  when  dealing 
with  the  disease  as  a  complication  of  labour.  As  regards 
terminating  the  pregnancy  in  bad  causes,  I  believe  the  best 
time  to  do  that  is  before  mid-term,  i.e.,  before  the  time  when 
the  strain  will  begin  to  tell  on  the  damaged  heart.  When 
one  is  called  to  dent  with  a  case  in  the  later  months,  and  the 
heart  does  not  respond  to  the  cardiac  tonics,  then  one  would  be 
justilied  in  inducing  lalmur,  if  the  condition  of  the  patient  were 
serious.  The  risk,  however,  ia  oonsidemble,  as  the  strain  may 
(>e  to4)  grt'iil  for  the  t-nftjebknl  organ. 

Heart  Disease  and  Marriage. — If  a  woman  has  heart 
disease  should  she  marry?  How  are  we  to  answer  saob  a 
question'.'  Punch's  famous  advice  is  perhaps  the  beat,  but  it 
is  u  little  too  bweepiuy.     If,  however,  \.V«s  vjowx^hn  VvWa  vaSSece^ 
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from  failure  of  conaponafttion  at  any  time,  no  matter  what  the, 
lesion  is.  or  if  the  l&sioti  is  ti  mitrnl  stcaosis.  aortic  incom- 
petence, ar  iticompeience  and  stenogia  combined,  the  imnwer 
should  be  decidedly  negative.     The  advice  will  probably  not 
Jifi  followed,  but,  all  the  aamo,  it  gboubi  be  i^iven, 


CHAPTEH  VI. 


"COMPUCATIONS  OP  PREGNANCY  (ConttHwd). 

Diseases  of  Ihe  Respiratory  Urgaiis— BronohilU— PDeumouia  — Em- 
phyBcm»  —  Asthma  —  Pbthisift    PotmonaliB  —  Fleuriiy  —  HoemoptyBiH  — 

Emboliam. 

DlflBABlti    OF    THE    RESPIRATORY    OrOANB. 

Bboncbitis  and  bronchial  catarrh  are  ooinmon  in  pregnancy, 
aad.  as  a  rule,  do  not  influence  the  oonditdon,  unless  the  cou^h- 
iag  is  so  severe  as  to  cause  an  abortion  in  the  early  tnonthB,  or 
aooidental  heemorrhage  in  the  later.  Some  patients  are  troubled 
with  excessive  coughing  and  no  evidence  of  bronchial  irritation 
can  be  found.  The  origin  is  a  nervous  one,  and  Dcrvine  ^eda- 
tives  will  be  required  to  check  it. 

Pneumonia. — ThiR  may  occur  at  any  time  during  pregnancy. 
Its  symptomss  are  much  aggravated  by  the  pregnancy  and  in 
many  cases  the  foetus  will  be  prematurely  expelled.  The  mor- 
tahty  is  much  higher  than  among  the  non-pregaant.  When 
associated  with  intliten/.a  it  is  almost  i^ure  to  prove  fatal. 

TretUmtfnt  should  be  on  the  name  lines  as  in  ordinary  oasesJ 
I  have  more  than  once  seen  lalmur  occur  near  the  crisis  and 
the  patient  make  u  good  recover)-. 

Cane.  Mitral  Incompetence — Pienro-Pneumonia  and  Scuaka 
— Premature  Labour. — Mrs.  B.,  aged  twenty-nine,  iv.-para, 
Deven  months  pregnant.  Two  of  the  former  children  had  been 
stillhom,  and  the  last  one  had  only  hved  a  fortnight.  At  the 
second  coniinement  the  placenta  bad  been  very  adherent. 
There  was  eWdeijce  of  syphilis,  and  the  woman  was  a  heavy 
drinks. 
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I  found  her  sulieriag  Crom  severe  pain  in  the  right  eide, 
shortness  of  breath,  and  cough.  She  also  complained  of 
intense  pain  along  the  left  sciatic  nerve.  Her  temperature 
was  lOS'l"  F.,  and  the  pulse  130.  The  lower  lobe  of  the  right 
lung  was  becoming  consolidated,  und  there  was  also  cviddnce 
of  friction.  The  loft  lung  was  fi-oe.  There  was  a  very  loud 
systolic  murmur  at  the  apex  of  the  heart.  It  was  well  con- 
ducted (o  the  back  of  the  chest.  The  apex  beat  was  displaced 
outwards.  The  patient  had  been  very  ill  for  two  days.  The 
child  was  alive.  Mustard  poultices  wei-e  applied  to  the  side, 
and  she  was  put  on  carbonate  of  ammonia,  iodide  of  potash, 
digitalis  and  aenei^a.  Next  day  the  sciatica  was  so  bad  I 
had  to  give  her  Dover's  powder,  12  gr.  every  four  hours.  On 
the  sixth  day  of  the  illness  [  saw  her  about  10  a.m.  There 
was  then  no  evidence  of  labour  ;  but  in  about  two  hours  it 
oommenced,  and  the  foeVus  was  expelled  by  the  breeoh  in 
about  half  an  hour.  The  nurse  who  attended  her.  found  the 
body  born  when  she  reached  the  house.  There  was  no  sign 
of  life  in  the  child,  and  no  indications  of  asphyxia.  The 
placenta  came  away  in  about  half  an  hour,  but  neither  it  nor 
the  membranes  were  satisfactory,  so  I  passed  my  band  into 
the  uterus  and  cleared  out  some  bits  of  placenta  and  membrane. 
The  placenta  had  apparently  been  separated  ijy  u  clot,  which 
had  burst  it.  There  had  been  a  fair  amount  of  bleeding,  but 
no  active  post-partutn  hLomorrha^e.  The  pulse  waa  feebler. 
but  .did  not  show  evidence  of  collapse.  She  was  given  a  large 
done  of  digitalis,  and  whisky  freely.  The  temt>erature  was  103°  F. 
Two  days  later  the  crisis  occurred,  and  the  lung  quickly  cleared 
up.     The  sciatica  did  not  trouble  hor  much  after  delivery. 

Emphysema. — The  condition  is  aggravated  by  pregnancy. 
An  abortion  may  occur.  A  subcutaneous  emphysema  ooea- 
sionally  occurs  during  labour.  The  severe  straining  raptures 
a  8uper(!oiai  air  vesicle  at  the  apex  of  the  lung,  and  the  air 
forces  its  way  through  the  tissues  and  causes  a  puffy  swellinj; 
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in  the  neok  aad  upper  part  of  the  chest.  U  will  criiGklti  under 
preBsure.     It  tiuiokly  suhaiiios  after  labour  13  over. 

Treatment. — ^Oivc  the  usual  remedies. 

Astluna. — Pregnancy  is  liable  to  aggravate  asthtuatic  attacks. 
Oooasionally  patients  are  met  witli  who  suffer  from  asthma  only 
when  pregnant,  and  the  disease  disappears  when  the  K^>>tAtion 
is  over, 

TmUment. — The  usual  remedies  should  Iw  tried,  and  if  they 
{ail  the  patient  should  have  a  complete  change  nf  air  and  scene. 

Phthisis  Pulmonalis. — The  influence  of  pregnancy  upon 
phthisis  pulmonalis  is  extremely  l>ud.  Among  the  laity  it  ift 
i,;eDBraUy  fluppo^ed  that  pregnancy  will  benefit  a  phthisical 
patient,  but  this  is  a  mistake.  Not  only  wilt  it  aggravate  the 
disease,  but  it  may  bring  on  an  attack  in  a  patient  who  has  a 
predii^position  to  tuberculouf^  tlisease.  The  gestation  may  be 
interrupted.  In  one  of  mr  cases  premature  labour  was  brought 
on  by  the  excessive  cou>>hia^  causiu<;  separation  uf  the  placenta 
and  accidental  hietnorrhaRe.  If  the  patient  goes  to  full  term, 
she  may  be  so  exhausted  as  not  to  be  able  to  stand  the  strain 
of  labour,  but  in  most  castas  labour  will  not  be  very  severe, 
as  the  child  will  l>e  puny  and  the  Bmaclation  will  have  lessened 
the  reatfltance  uf  the  soft  parts  in  the  pelvis.  Artificial  delivery 
may  be  neoeasary  if  inertia  uteri  comes  ou,  and  it  should  be 
done  early  to  save  exhaustion,  but  in  the  majority  of  cases  I 
have  seen,  the  labour  was  easy.  After  delivery  the  disease 
will  progress  rapidly,  and  prove  fatal  in  most  ouses  within  a 
few  weeks,  or  at  most  months.  The  child  will  be  puny  if  born 
alive,  and  it  will  probably  die  within  a  few  weeks. 

ProijfUixin. — If  there  is  distinct  indication  of  tubercular 
mischief  in  the  lungs,  although  it  may  not  be  very  a<lvanced, 
the  outlook  is  exceedingly  bad.  If  one  he  asked  for  an 
opinion  regardiug  the  marriage  of  u  woman  with  a  strong 
predisposition  to  phthisis,  a  decidedly  uegative  opinion  should 
be  given. 
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Case  I. — A  patient,  who  had  had  one  child  ahuut  a  year 
previounly,  consulted  mc  regarding  a  cough.  I  found  there  was 
dietinct  evidence  of  tubercular  infection  of  the  apices  of  the 
lungs.  She  had  not  menstruated  for  a  few  weeks,  and  at  first 
I  thought  the  ainenorrhuea  waa  due  to  the  lung  condition,  aa 
she  did  not  exhibit  any  other  signs  or  symptoms  of  pregnancy, 
but  in  a  Hhart  time.  <jn  t'xami nation,  I  found  she  was  pregnant. 
The  disetise  advanced  rapidly  and  emaciation  became  extreme. 
As  her  first  labour  had  baen  an  exceedingly  difficult  foro«ps 
one,  T  wftM  afraid  she  might  have  diflficnlty  again,  but  to  my 
surprise  tlie  ohild  was  horn  before  my  arrival,  although  I  had 
been  called  as  soon  as  the  pains  commenced.  It  was  email 
and  puny,  The  patient  went  down  hill  very  rapidly  after 
delivery,  and  die<l  in  six  weeks.  The  child  also  died  about  two 
weeks  aft-er  the  mother, 

(\ixi'.  II. — A  very  ana>itilc,  tuhorcular  primipara  consulted 
me  regarding  a  slight  cough  and  breathlessness  when  she  was 
about  six  months  pregnant.  I  found  that  her  lungs  were 
quite  clear  in  front,  but  that  she  hatl  rather  an  extonsive 
pleuritic  oflfusion  at  the  base  of  the  right  lung  behind,  extend- 
ing up  to  the  spine  of  the  Hoapula.  She  ha<l  never  felt  any 
acute  pain. 

Ondor  treatment  the  elTusion  subsided,  but  she  remained 
very  weak.  She  went  fco  full  time.  The  labour  proved  a 
difhcuU  one,  as  the  head  presented  occipito-posteriorly,  and  I 
had  to  deliver  lier  with  forceps  under  chloroform.  There  was 
some  post-partum  haemorrhage,  which  in  an  ordinary  case 
would  not  have  had  any  bad  effect,  but  in  such  an  anmmio 
womaa  was  very  serious.  I  at  once  plugged  the  uterus,  and 
gave  her  a  large  saline  iujeotion  into  the  abdominal  wall  and  a 
hypodermic  of  strychniDc.  For  a  time  the  pulse  was  quite 
imperceptible  at  the  wrist,  but  it  gradually  returned.  The 
puerperium  was  uneventful,  but  the  cough  became  Iroublesome 
and  I  then  ilctected  crepitations  at  the  left  apex.     There  hi 
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on  none  Ihere  Seforo  the  labour.  From  that  tJmo  onwards 
the  disease  gradually  Hclvanoed,  aud  proved  futal  about  three 
months  after  dolivory.  The  pleurisy,  aa  1  suspected,  had  been 
a  tubercular  onp,  hut  active  dtfiease  in  the  lungs  theniRelves 
had  not  manifested  itself  until  after  delivery.  This  wus  a 
case  in  which  there  was  a  strong  tubercular  tendency,  but  it 
is  probable  that  if  the  woman  had  not  become  pregnant,  she 
might  have  gone  on  for  years  without  any  manifestation  of 
the  disease.  1  might  quote  a  Beries  of  cases,  but  the^e  are 
suffioient  to  show  the  i-isk  a  tnberoulous  woman  runs  when 
she  becouies  pregnant. 

Pleurisy. — Thiis  disease  is  not  influenced  by,  nor  does  it  as 
a  rule  affect,  the  pregnancy.  It  may  be  tubercular  and  then, 
as  in  the  case  just  cited,  the  result  will  be  disastrous  from 
extension  of  the  disease  to  the  lungs. 

Haemoptysis. — This  may  occur  in  phthisical  cases,  but  it 
may  also  be  seen  when  there  is  no  actual  lung  lesiou.  It  is 
said  to  be  due  to  a  "  cardiac  nerve-storm  "  in  highly  neurotic 
women.  It  is  also  seen  in  cases  of  cardiac  disease  when  com- 
pensation has  failed. 

Treatment. — In  nervous  cases  bromides  and  chloral  should 
be  given,  and  in  cardiac  cases  strophantbus  or  digitalis,  cai- 
lx>nate  of  ammonia  and  senega. 

Embolism  of  the  Lung. — This  may  occur  during  pregnancy, 
but  it  is  much  more  common  during  the  puerperium.  It  may 
cause  sudden  death  (see  cases,  pages  502,  50H). 

£PPECT  OF  PbBONANCT  UPON  THE  NkBVOUB  BySTEH. 

Pregnancy  undoubtedly  llux»ws  a  severe  strain  upon  the  ner- 
vous system  of  most  women.  Irntahility  is  often  exhibited, 
and  in  many  cases  there  is  a,  tendency  to  hysteria.  Alaay 
patients  suffer  from  msomnia.  The  temperament  of  the 
woman  may  Iw  entirety  changed,  in  mosl  CTisfch  \qy  vln»  -vi^STftfe? 
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i.6.,  a  quiet  dispositioD  may  be  changed  into  a  very  inritab 
one.  Od  the  other  hand.  Che  very  opposite  sometiinea  happenst 
and  a  very  irritable,  cantackerous  dispuMitiou  changeB  to  a  mild 
and  placitt  une.  .\n  n.  rule,  hawt^ver,  a  nervouB,  Hxoitabte 
woman  will  be  more  nervous  and  excitable  than  ever  during 
pregnanoy. 

The  organs  of  special  senses  are  sometimes  atfected.  There 
may  l>e  failure  of  vision,  but  thiu  is  most  fretjuently  aasociuted 
with  alhuminnna.  DiRturbanoe  of  hearing  is  rare,  but  deaf 
people,  as  a  rule,  are  worse  diuiuf;  pregnancy.  The  sense  of 
amell  may  also  be  affected. 


CHAPTER  VII. 
OOMPIilCATIONS  OK  PRKONANCY  (Coti/iMHwf). 

DtocaMft  of  the  Nervous  Syitam :  Nrunlgiiv— Pa.rElyjiift— Ohorem—Epilopiy 

— Uy*ter{  t — loBanlty . 
DiicMM  ol  the  IntegumeDiary   3yst«m:   L'rttoftria — Impcbigo  Hyperti* 

formls — Uerpea—Pniritio — DiMftaes  of  the  Fiagei-  Nailn. 


DlSBABRB    OF    TBE    NSRVOUS    SVSTBH. 

Neuralgia.  —  Ob«tinate  nearalgi&R  are  aometinies  seeu. 
Neuralgia  connected  with  i.he  teeth  haft  already  heen  referrBd 
to,  hut  nen'es  in  other  parts  of  iho  Ixxly  may  he  affected,  e.tj., 
the  mtercostala.  Sciatica  may  occur  from  pressure  iijwn  the 
nerves,  and  the  aaterioi-  crural  aerves  may  be  affected  id  the 
same  way.  Severe  headache  may  he  ncuraI),r>o,  hut  one  must 
never  lose  sight  of  the  fact  that  the  cause  may  be  found  in 
the  kidneys,  In  all  cases  of  headache  the  urine  should  be 
examined.  Pain  in  the  breasts  is  very  frequently  complained 
of.  The  Intimate  connection  Iwtwoen  the  hreasts  and  the 
uterus  ha&  already  been  referred  to. 

Treatment. — Where  possihle.  apply  local  sedatives  in  the 
form  of  liniments,  hnt  chloral,  bromides  and  other  nerve  seda> 
tives  will  generally  he  called  for.  For  sciatloa  the  patient 
must  rest  in  bed  and  keep  the  bowels  free  to  relieve  pressure. 
When  the  anterior  crural  oene-i  are  affected,  n  well-titting 
abdominal  belt  wlU  usually  relieve  the  pressure.  In  oases  of 
headache,  if  albumin  be  found  in  the  urine,  treatment  apQco- 
priate  to  thai  conditinn  must  be  adopted. 
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Paralysis. — Most  forms  of  pai-alyais  have  been  observed  in 
connectioa  with  pregaaacy.  They  may  have  been  present 
before  the  pregnancy  or  may  occur  during  its  continuance. 
Wheu  paralysis  occurs  during  pregnancy  in  Che  majoiity  of 
eases  albumin  will  be  found  in  the  urine.  In  these  uascs  as 
a  rule  recovery  will  take  place  shortly  after  delivery.  There 
are  other  cases,  however,  unconnected  with  albuminuria.  These 
may  be  due  to  hs!moiThage  or  an  embolism  causing  hemi- 
plegia, but  occasionally  oases  are  met  with  where  the  condition 
is  functional.  Sometimes  partial  paralysis  of  one  or  both  legs 
is  caused  by  pressure  upon  the  pelvic  nerves. 

Treatment. — This  must  be  guided  by  the  cause.  If  there 
be  albumin  in  the  urine  the  sooner  the  uterus  is  emptied  the 
better  for  the  patient.  The  other  forms  should  be  treated  on 
general  principles  and  be  allowed  to  go  to  full  time.  The 
condition  will  ni>t  adversely  affect  the.  pregnancy.  The  lal)Our 
will  not  be  hindered  by  the  condition.  In  cases  of  paraplegia 
it  is  usually  easy.  After  delivery  rapid  improvement  occurs 
in  many  cases. 

Case  I.  Paraplcijia. — X  was  asked  by  a  mission  nurse  to 
see  a  woman  who  was  threatened  with  a  miscarriage  about 
the  tifth  mouth  uf  her  pregnancy.  1  found  she  was  a  multi- 
para and  that  she  had  sutfored  from  paraplegia  for  some  time 
prior  to  conception.  The  cause  of  the  paralysis  1  was  unable 
to  ascertain.  The  miscaiTiage  was  prevented,  and  she  went  to 
full  time  and  gave  birth  to  a  live  child  and  a  dead  fifth  month 
one.  The  death  ul  one  fwtus  had  evidently  occurred  at  the 
time  of  the  threatened  miscarriage.  Her  labour  was  very  easy. 
There  was  no  improvemeut  in  the  paraplegia  as  it  was  in  no 
way  connected  with  the  pregnancy. 

Case  IS.  Hemiplegia. — Mrs.  G.,  x.-para,  ifit.  forty,  supposed 
to  be  at  full  time,  was  sent  into  hospital  as  a  case  of  eclampsia. 
She  had  been  under  treatment  for  six  days,  bub  we,  unfortu- 
nately,  received   no  history  from  her  medical  attendant 
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had  to  rely  on  jitatomeata  mude  by  her  ceighbour.     Six  daytJ 
previous  to  admission,  while  in  her  neighbour's  liouse,  she  had  * 
fallen  down  in  a  fit.     She  had  been  unoonsoioua  for  some  bime 
and  unable  to  speak  for  seveml  days,  bui  her  a[>eech  had  now  re- 
turned lo  her.    She  had  lost  the  power  of  her  right  leg  and  arm. 

On  examining  her  we  found  she  was  very  apathetic,  and^ 
could  not  speak  very  distinctly.  She  had  right-sided  paresis  of 
the  arm  and  leg,  left  ptosis  and  dilatation  of  left  pupil  and 
iMttemal  squinting  of  the  same  eye,  but  not  constantly.  The 
tongue  protruded  slightly  to  the  right.  The  heart  and  lungs 
were  fairly  normal.  There  was  no  cardiac  bruit.  She  had  no 
pain  in  the  heiid.  The  fcetal  heart  was  audible.  There  was 
some  shgbt  cedema  of  the  feet  and  aukleu.  The  urine  showed 
no  trace  of  albumin,  but  reduced  Fehling's  solution  slightly. 

It  was  quite  evident  that  this  was  a  case  of  right-sided 
hemiplegia  which  was  improving.  It  had  probably  beea 
caused  by  an  embolism. 

The  patient  lay  in  a  lethargic  condition  aud  passed  all  her 
motions  in  ))ed.  Ten  dayn  after  admission  a  slight  tiuce  of 
alhuiuiu  was  found  in  her  urine.  The  os  would  then  admit 
two  fingers  and  there  was  nome  evidence  of  uterine  oon-i 
tractions.  The  patient  was  somewhat  restless  and  moref 
intclUgent  than  she  had  been.  On  the  twelfth  day  after 
admission  the  largest  Barnes'  bag  was  introdnced,  and  when 
it  was  expelled  the  os  was  further  dilated  manually  and  the 
membranes  ruptured,  when  the  child  was  expelled  alive  almost 
as  soon  as  the  hand  was  withdrawn. 

The  puerporium  was  normal  aud  the  patient  improved  cou* 
siderably  before  she  left  the  hospital,  and  1  have  no  doubt 
wDiUd  ultimately  recover  oompletely. 

Chorea. — Thift  is  u  serious  ujmpUcatiun  of  pregnancy.     Of 
the  223  cases  collected    by  Buiat  {Trans.   Edinb.  Ohst.  Sw., 
1894-95).  60  per  cent,  occurred  in  primiparee  and  IT'ft  v*'^  cfc-oN.. 
died.     In  many  cases  the  disease  has  e?a%ted  \u  c^>S\\d^Qni\^\^vxv 
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it  does  not  follow  that  chorea  will  necessarily  arise  during 
pregnancy  if  the  womnn  has  had  prtnnous  attacks.  Heredity. 
chloi-osi**,  and  rheumatism  are  also  predispOi^iDg  causes.  It  is 
almoKt  always  aggmvatcd  by  thu  pregnancy,  uud  in  many  cases 
the  pret(uuuoy  is  utiucted  by  il  to  t\w  extent  of  causing  pre- 
mature expulsion  of  the  ntorine  contentu.  in  these  cases  th&fl 
death  rate  is  very  hi^h  (2-5  percent.  I.  The  choreic  movements 
may  become  so  incessant  a»  to  wear  the  patient  out.  They 
may  be  so  severe  that  the  patient  can  only  be  kept  in  bed  with 
difficulty.  Insanity  is  not  infrequently  associated  with  it,  or 
may  follow  an  attack. 

Procpuisix. — In  severe  oaseR  this  is  very  grave. 

Treatment. — The  treatment  is  the  same  as  in  nnn-pre(^iant 
cases,  vU.,  large  doses  of  arsenic,  nerve  setlatives.  nutritious 
diet.  The  patient  should  be  kept  strictly  quiet  in  bed.  In  bad 
cases  if  there  is  no  improvement  the  uterus  should  be  emptied. 
One  must  not  delay  this  Uio  lonj^  or  the  result  may  be  fatal, 
tmt  if  it  is  done  early  the  chances  of  recovery  will  be  ROod.  If 
insanity  follows  she  should  be  treated  in  seclusion. 

Civie. — Mrs.  C,  ii.-para,  ipt.  nineteen,  was  admiltt^l  lo  the 
Maternity  Hospital  from  the  Royal  Infirmary  sutVering  from 
chorea.  Her  first  child  hwl  been  stillborn,  prematurely,  fifteen:' 
months  previously.  There  was  a  suspicion  of  syphilis  in  the 
husband.  Chorea  had  first  developed  about  two  months  pre- 
vious to  admission,  She  had  been  in  the  Royal  Infirmary 
under  treatment  for  six  weeks  and  had  improved  considerably, 
Pregnancy  was  advanced  seven  months. 

There  were  jerking  movements  of  the  left  arm  and  handJ 
The  facial  muscles  were  involved,  principally  on  the  left  side. 
The  movements  also  aQ^ected  the  left  leg  but  not  so  markedly, 
and  occasionally  were  present  in  the  right  arm  and  leg.  She 
was  rea4lily  excited  There  was  no  rheumatic  history. 
cardiac  sounds  were  prolonf^ed  and  accentuated,  but  there 
no  deAnite  murmur. 
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The  day  EoUowini;  admismon  she  hod  an  attack  of  soi^aming 
and  violent  movements,  nnd  a  few  days  later  began  to  inimi- 
feflt  deluaions,  imagining  that  people  wore  uhoutinK  at  her  from 
the  street  and  looking  in  at  the  window.  She  Ijecamc  un- 
reasonable and  childish  nt  times.  The  treatment  adopted  \\a^ 
increasing  doses  of  liq.  arsen.,  et.  hydrarf;.  iodid.  and  Battley'n 
solution  when  neceswiry  for  sleeplessness .  The  choreic  condi- 
tion improved,  but  as  her  mental  condition  showed  no  improvo- 
ment  it  was  determiued  to  bnn^  on  labour  four  weeks  a( 
admission. 

On  examining  her  under  chloroform  the  os  was  found  to 
admit  one  finger,  and  as  the  cervix  was  soft  it  was  easily 
dilated  until  two  tlngera  could  pass.  No  bougies  were  intro- 
duced. The  labour  came  on  and  ended  by  natural  efforts  two 
days  later.  The  child  wus  alive  and  weighed  4A  lb.  The 
patient  was  very  much  excited  during  the  second  stage  of 
liihour.  She  improved  slightly  during  the  puerperium,  hut  shB 
still  bud  the  same  delusions.  Twelve  days  after  deli  very  she  was 
transferred  to  an  asyltun.  The  choreic  movements  gradually 
improved,  and  the  mental  condition  cleared  up,  so  that  a  month 
later  she  was  discharged  a^  cured. 

Epilepsy.  — Pregnancy  seems  to  influence  epilepsy  favour- 
ably. Ab  a  rale  the  fits  are  less  frequent,  but  they  are  liable 
to  occnr  during  labom-  and  may  l>e  mistaken  for  eclampsia. 
The  fits  are  identical,  and  one  must  ho  guided  by  the  previous 
history.  I  have  seen  several  cases  which  have  been  sent  into 
the  hospital  as  eclamptics.  In  one  of  them  there  was  a  con- 
siderable  amount  of  albumin  in  the  urine,  but  we  decided  from 
the  previous  history  that  it  was  a  case  of  epilepsy. 

Trtaiment. — -Give  the  bromides  freely. 

HTSteria. — A  hystehoal  woman  will  be  liable  to  attacks 
during  pregnancy,  and  she  will  probably  take  advantage 
condition  to  gain  as  much  sympathy  as  possible.     The 
will  act  likely  have  any  l>ad  effects  u\)on  \Vve  pte^wfc.T\*s^ . 
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Insanity. — Insanity  uiay  occur  during  pregnancy,  ebp^aially 
in  cases  where  there  in  a  utroug  predis[]0)iitiun.  If  the  pntient 
is  in  a  weakly  condition,  as  from  suckling  her  previous  child  or 
from  auofinia,  etc.,  and  if  there  is  any  hereditary  tendency,  tlie 
strain  of  pregnancy  may  cause  a  complete  breakdown.  Pro- 
longed mental  strain,  as  from  the  shame  of  an  illegitimate 
pregnancy  or  from  desertion,  may  bring  it  on.  It  may  also 
arise  in  cases  of  chorea  (see  page  74).  A  severe  mental  strain 
or  shook  will  be  found  to  be  the  exciting  cause  in  most  casas.    ■ 

ttisanity  may  occur  dufint,'  th(^  pucrperiuiii  or  period  of 
lactation,  but  this  wilt  be  discussed  later.  It  is  less  frequent 
during  preji;nancy  than  during  either  of  the  other  periods. 

It  may  lake  the  form  of  mania  or  melanclmlia.  The  latter' 
is  the  commoner  form  during  pregnancy.  The  woman  may 
sink  into  a  condition  of  profound  lethargy  and  stupidity. 
Suicidal  tendencies  are  generally  stronf^ly  developed,  and  ii 
the  condition  continue  after  delivery,  the  patient  may  have 
strong  impulses  to  kill  her  child.  Moral  perversions  are 
common,  such  as  dipsomania  and  kleptomania. 

Primipara;  are  more  prone  to  attacks  than  multipara. 
Attacks  are  liable  bo  recur  in  subsequent  pregnancies.  It  may 
begin  with  conception,  hut  the  end  of  the  third  or  the  beginning 
of  the  fourth  mouUi  is  the  most  usual  time  for  it  to  manifest 
itself.     It  ramly  disapptuirH  until  after  delivery. 

Proynosia. — This  is  generally  favourable.     Recovery  ooours 
within   a   few    months  of  delivery.      The  patient  should  be 
warned   that  there   ts  considerable  risk  of  recurrence  if  ahe^ 
should  again  become  pregnant.  f 

TrecUmenl. — The  patient's  strength  must  be  kept  up  by 
giving  her  plenty  of  nourishing  food.  If  she  refuses  to  eat 
she  must  be  fed  by  the  stomach  tube.  The  bowels  must  be 
kept  free,  and  if  she  is  anaemic,  iron  and  arsenic  should  be  freelyfl 
administered.  When  there  is  a  suicidal  tendency,  she  must  be 
careiuUy  watched.     If  she  is  troubled  with  insomnia,  clUorai^ 
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is  one  of  the  besi  hypnotics  to  use.  8iie  should  l>e  kept  as 
cheerful  as  possible,  and  when  able  should  have  as  maeh  opon 
air  exercise  as  possible.  If  the  case  cannot  be  property  looked 
after  at  home,  she  should  be  sent  to  an  asylum. 

DlKKAHKS    OH    THR    OSKBOUS    SyBTRU. 

There  is  one  disease  of  the  bones  which  is  peculiar  to  preg- 
rianoyt  vit.,  mollities  ossium  or  osteo-malaota.  It  is  rare  in 
this  countn,*,  but  endemic  in  same  parts  of  Europe  and  in 
tropical  coutitries.  Its  chief  characteristic  is  ^eat  softening 
of  the  bones,  which  pves  rise  to  marked  deformity  of  the  pelvis 
(see  malocosteon  pelvis). 

The  patient's  bones  beuome  soft,  she  sutlers  great  pain  in 
them,  and  severe  cramp  iti  her  muscles.  She  has  a  trouble- 
some ooQgh  and  suffocative  attacks.  The  deformity  of  the 
pelvis  may  cause  incarceration  of  the  uteruH  and  retention  of 
urine. 

Treatment. — Drugs  seem  to  have  very  little  effect  on  the 
uoudition,  but  it  can  be  cured  by  i-emoval  of  the  ovaries.  One 
would  be  justified  in  inducing  an  abortion,  especially  with 
retention  of  urine.  At  full  time,  if  the  bones  are  soft,  the 
pelvis  may  be  expanded  by  the  hand  to  allow  of  delivery,  and, 
if  this  cannot  be  manat:;ed,  the  uterus  should  Ije  removed  by 
abdominal  seotion. 
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I  Any  of  the  ordinary  skin  diseases  may  attack  a   pregnant 

woman,  but  some  are  said  to  be  due  to  the  pregnancy- 
Urticaria. — Some  patients  are  very  subject  to  this  during 
pregnancy,  and  it  not  i2Lfre<]uently  attacks  them  during  the 
puerperium.    I  have  seven!  patients  who  are  regularly  attaAk<:^ 
by  It.     It  tuii)  Ije  very  severe  and  cruh^  )pfcax'Ycx\\».\\ti\\. 
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Treatment. — Tbe  bowela  should  be  kept  free  with  <iaUaas, 
iiad  alkaline  bathei  uaed  for  the  irritation. 

Impetigo  Hypcrtiformis.— This  may  liegin  in  the  groin^ 
round  the  uinbilicua,  or  on  the  breAsts.  It  comes  out  in  small 
pustules,  which  form  crusts  and  frradmiUy  spread  over  the 
whole  akin.  There  will  be  high  fever  and  rigors,  with  great 
prostration,  delirium  and  vomiting.  It  usually  disappears  in 
the  latter  half  of  presiiancy.  The  pregnancy  will  not  be 
interrupted  by  it,  unless,  as  not  infrequently  happens,  it 
proves  fatal. 

Herpes — This  appears  as  an  erythematous  eruption  with 
vesicles  and  buUte.  li  may  oondnue  throughout  the  whole 
pregnancy  and  disappiMir  during  the  puorperium.  It  in  prob- 
ably nervous  in  origin  and  should  bo  treated  accordingly.  It 
will  not  influence  the  pregnancy. 

Pruritis. — Its  usual  seat  is  the  vulva,  but  it  may  be  general. 
It  will  Ijo  dealt  with  in  uonnoction  with  vaginal  diaohargos. 

Disease  of  the  Finger  Nails. — Thia  ia  a  painful  affection, 
probably  of  a  nervous  origin  and  due  to  malnutrition  of  the 
nails.  The  nails  become  loose  and  easily  broken.  Nerve  tonica 
do  good,  but  tbe  condition  is  likely  to  last  throughout  the 
pregnancy  and  then  disappear. 

Excessive  deposit  of  pigment  in  the  skin  is  occasionally 
8€M3n.  The  patient's  face  may  heoome  very  blotched  and  dis- 
fignred.  The  skin  of  the  abdomen  oooasionally  becomes  so 
darkened  as  to  suggeat  Addison's  disease.  It  is  of  no 
oonsequence  except  from  an  testhetic  point  of  view. 
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— Rupture  of  the  Uterun. 


CoMTLrCATlONS    COMNRCTBO    WITH    THE    GeNITAL    ObOANS. 

Vaginal  Discharge. — ^The  normiil  aecretinns  of  the  vagina 
avu  incroasod  during  pregnancy,  uo  that  a  elight  teucorrhueal 
dinoharge  is  ububI,  but  in  a  number  of  oases  this  discharge  be- 
comes excessire,  i.^.,  one  finds  a  vaginitis.  This  may  be  due 
to  gonorrbcBa.  The  disohurKe  la  usually  very  Irritating  and  soon 
efifeote  the  external  genitals,  and  may  cause  redness  and  ex- 
coriation of  the  parts  in  the  itumediate  neighbourhood.  It  will 
set  lip  ptttritU  villi (f,  and  the  patient  will  suffer  excessively 
from  the  intolerable  itching.  I  have  known  the  suffering  to  be 
HO  great,  that  the  patinnt  threatened  to  oonimit  suicide,  if  she 
did  not  get  relief. 

Ti'eatinent. — Astringent  and  antiseptio  douches  may  be  used, 
but  the  best  method  of  treatment  I  bive  found,  is  to  douche  or 
swab  out  the  vagina,  and  then  pack  it  with  a  fair  amount  of 
powderetl  l>oracio  aoid  and  a  tampon  of  glyoerine  and  Ichthyol. 
A  few  applications  of  thiK  will  usually  sut^oe  to  check  a  profuse 
vaginal  discharge  and  cure  the  pruritis.  The  application  of 
sedative  uintmenbb  tu  the  oxtornal  geuitala  mft^  ^'^^^  ^  ct&'^ALva 
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amoaat  of  ralief,  but  the  only  way  to  cure  the  pruntia  ie  bo 
remove  its  cause,  viz.,  the  vaginal  discharge. 

Abscess  of  Bartholin's  Glands. — The  vulvo-vftt^iuftl  glands 
ocscaHionally  ItBcomd  acutely  inflamed  and  form  an  abscess,  es- 
pecially in  gonorrhcual  catjea.  One  or  both  glands  may  l)e 
affected. 

Treatment.  —  Make  a  very  free  incision,  and  keep  the  cavity 
«tuffed  with  iodoform  gauze  until  it  heaU  from  the  bottom. 

Tumours  of  the  Vagina. — They  will  be  dealt  with  when 
speaking  of  delayed  labours. 

Malignant  Disease  of  the  Cervix. — Advanced  cancer  of 
the  cervix  will  prevent  conception,  but  we  occasionally  meet 
with  fairly  a<lvanced  cases  in  pregnancy.  The  patient  com- 
pUina  of  a  nasty  blood-stained  vaginal  discharge,  and  she  may 
have  attacks  of  severe  bleeding.  The  condition  may  i>c  sup- 
pofUMi  to  be  one  of  abortion  or  anbu-partuni  hiiMnorrhagi;. 

Uuujnosis, — A  vaginal  examination  will  reveal  a  thickened 
and  often  an  ulcerated  cervix.  Tlie  hardness  of  the  cancer 
will  be  easily  felt  in  the  softened  cervix  of  pregnancy. 

Prognosis.  -The  condition  is  a  very  hopeless  one  for  the 
woman  as  well  as  for  the  fcetun. 

7'reatinent .—in  the  early  months,  if  the  disease  has  not  spread 
beyond  the  cervix,  vaginal  hysterectomy  should  l>e  done  as  soon 
as  possible.  The  pregnant  uterus  can  be  removed  by  the 
vaginal  route  up  till  the  fifth  or  sixth  month.  If  necessary,  a 
vaginal  Cffisanan  section  can  be  done  to  lessen  the  hulk.  In 
the  later  months  of  pregnancy.  I  would  be  inclined  to  let  the 
case  go  to  full  tim«  if  possible,  and  thun  du  a  Ca*!iarian  section 
m  the  interests  of  the  child,  and  remove  the  uterus  entirely.  It 
is  not  advisablp  to  induct^  an  abortion  or  premature  labour 
with  the  idoii  of  removing  the  uterus  after  it  is  emptied. 

Fibroid  Tumours  of  the  Utcrus.^The  presence  of  one  or 
more  AbroidB  in  tlie  ulerus  may.  but  does  not  always,  prevent 
vouoeptioa.     In  many  uaaes  the  course  of  the  pregnancy  will 
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not  be  interfered  with,  bat  the  labour  may  be  obstmoted. 
ThQ9t^  oases  will  be  considered  Inter.  If  there  be  a  large 
Dumber  of  snial!  tumours,  or  one  or  more  large  ones,  the 
pregnane}'  cannot  go  to  full  time,  so  one  must  decide  what 
is  best  to  be  done.  An  aboi-tion  or  miscarriage  may  come  on 
spontaneously  or  may  bo  induced,  but  I  am  decidedly  of  opinion 
that  the  best  method  of  treatment  ie  removal  of  the  uterus  and 
tumours.  The  risk  of  the  operation  will  not  be  materially 
increased  by  the  pregnanoy.  After  an  abortion  there  is  great 
risk  of  sepsis. 

Ovarian  and  Parovarian  Tumours. — If  these  tumours 
are  large  they  may  make  it  impossible  to  allow  of  full  time 
being  reached,  but,  as  a  rule,  this  is  not  the  case.  If  the 
tiunour  is  fairly  large,  it  should  be  operated  on  as  early  as 
possible.  If  it  is  small,  it  may  be  left  alone,  but  there  is 
oonsidemble  risk  of  twisting  of  the  pedicle,  and  it  is,  on  the 
whole,  l>etler  to  remove  even  a  small  one.  If  twisting  of  the 
pedicle  occur,  the  tumom-  will  become  painful,  and  probably 
increase  in  size.  It  should  be  operated  on  at  once.  As  regards 
the  effect  of  the  operation  upon  the  pregnancy,  an  abortion, 
or  premature  laliour.  may  occur,  hut  in  many  cases  this  does 
not  happen. 

Tumours  of  the  Fallopian  Tube.^These  are  exceedingly 
mre.  A  pyo-  or  hydro-salpinx  is  occasionally  found,  and  in 
a  few  rare  cases  an  extra-uterine  gestation  has  oo-existed  with 
an  ordinary  uterine  pregnancy. 

Trmtn\fini. — The  affected  tube  should  be  removed  as  soon 
as  possible.  A  pyo-satplux  may  remain  quiescent  duiiug 
pregnancy,  hut  it  will  ho  sure  to  set  up  septic  mischief  in 
the  puerpyriui[i.  ?«*e  caae  iv.,  paye  491. 

Displacements  of  the  Uterus. — During  the  first  three 
tnoiiths  of  pregiianoy  the  uterus  is  still  in  the  pelvio  cavity. 
Ah  it  increases  in  weight  it  tendn  to  sink  somewhat.  If  the 
pelvic  Hrtor  is  normal,   no  actual   pTolwpfte  wVA.  otK,\«.    '^« 
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patieoi  may  experieuce  a  certatn  amoant  of  discomfort  from 
WBigbt  and  bearing  down,  cspeoially  if  she  is  coastipated,  but 
the  disturbance  will  be  trifling.  On  the  other  hand,  if  the 
pelvic  floor  has  been  weakened  or  partially  torn,  prolapse  to 
lb  tesKer  ur  (greater  degree  will  ooour.  It  in  rarely  seen  in 
primiparous  women.  As  a  role,  the  prolapse  does  not  pass 
beyond  the  seoond  degree,  but  in  a  few  cases  it  becomes  com- 
plete. The  patient  suffers  from  bearing  down  and  dragging 
sensations  in  the  peUis,  and  miuturitioa  may  l>e  interfered 
with  iM 

Treatment. — Heplace  the  uterus,  and  support  it  by  means  of  ^^ 
a  nn>;  possar)'.     The  support  should  be  worn  until  tiie  begin- 
ning of  the  fifth  month  at  least,  as  by  that  time  the  uterus  will 
have  riflen  into  the  abilominal  cavity,  and  will  be  supported  by 
the  brim  of  the  peUis.     When  there  is  any  tendency  to  pro-  ^ 
lapse,  the  patient  should  rest  as  much  as  possible.  H 

Anteflexion. — This  is  the  normal  position  of  the  uterus. 
If  it  is  exaggerated,  the  patient  will  suffer  from  considerable 
irritability  of  the  bladder  until  the  fundus  has  risen  above  the 
brim.  Treatment  will  not  lie  neoes»ary,  except,  perhaps,  lo 
give  sedatives  for  the  bladder  irritability. 

Retroflexion. — Thi»  is  a  much  more  serious  condition.     In 
the  tnajority  of  these  cases  there  has  been  a  tendency  to  pos- 
terior displacement  before  impregnation,  but  it  may  be  caused 
by  a  strain  or  blow,     If  there  has  been  a  tendency  to  a  postoiior 
displacement  before  impregnation,  then,  as  soon  as  the  uterua 
begins  to  increase  in  weight,  it  sinks  in  the  pelvis  and  the  ten- 
dency lo  posterior  displacement  is  inoreased.     In  all  cases  of 
prolapse  there  is  more  or  less  posterior  displacement.     The 
weight  of  the  uterus  soon   causes  it   to  fall   back  upon  tba 
rectum.     If   the   patient  allow   her   bladder  Lu   become  ovi 
distended,  this  also  pushes  the  fundus  back.     As  the  body 
the  uterus  increases  in  size,  the  cervix  becomes  jammed  S| 
the  Deck  of  the  bladder,  and  emptying  of  the  latter  beco: 
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impOBBible.  OverduitentioQ  rtwulte,  and.  tinally,  either  a  con- 
ttnuouB  dribbling  of  urine  from  overflow  comes  on,  or  eUc  the 
bladder  ruptures.  By  the  beginning  of  the  fourth  mouth  the 
fuudim  uteri  should  be  rising  above  the  briiu,  hut  a^  it  is 
caught  under  the  promontory  this  in  prevented.  It  may  free 
itself  and  rise  above  the  brim,  but,  if  the  blatider  ib  overdia- 
tended,  this  is  hardly  likely  to  occur.  If  the  orum  does  not 
perish,  but  ^oes  on  growing,  more  and  more  pre&suie  in  made 
upou  the  periiieum.  and  it,  as  well  &h  tho  posterior  uterine 
wall,  may  begin  to  slouf^h.  A  portion  of  the  uterus  may  grow 
above  the  brim,  while  the  iiicarcerat&d  ix)nion  remains  jammed 
in  the  pelvis.  An  alx>ition  may  occur,  but,  from  the  position 
of  the  cervix,  the  uterus  has  great  dif}ioulty  in  emptying  itself, 
so  that  the  contents  are  liable  to  be  retained.  If  tlie  urine 
beoomes  septic,  the  infection  may  spread  to  the  kidneys. 

.S'iV;»M  and  ^iymptoms.—Hhc  patient  complains  of  pain  in  the 
back  and  ))earing  down.  DilHoulty  in  micturition  comes  on, 
after  a  time  she  is  unable  to  empty  her  bladder,  and  finally  the 
urine  t>egius  to  dribble  away.  As  the  bladder  disiends,  a  tumom* 
maniiests  its  preuence  in  the  abdomen.  The  patient  probably 
has  conflidorabie  diflicutty  in  walking. 

Dtatpiosii. — Whenever  a  woman  complains  of  dribbling  of 
urine  iu  the  early  moutlui  of  pregnancy,  one  should  at  once 
suspect  a  poAterior  displacement  of  the  uterus.  If  the  bladder . 
is  distendtxi,  a  pyrUorm  tumour,  much  larger  than  the  uterus 
should  be  at  the  time  of  pregnancy  which  she  has  readied,  will 
be  felt  in  the  abdomen.  A  vaginal  examination  will  reveal  a 
rounded  cystic  swelbng  m  the  postenor  part  of  the  pelvis. 
The  cervix,  is  usually  to  ix)  felt  high  up  behind  the  symphysis 
pubis. 

Prognosis. — If   the   case  is   early  recognised    and  properly 
treated,  there    should  bo  no  particular  risk  to  either  mother 
or  fcetUB,  bat,  if  the  condition  is  "  left  to  oature/'  vl  b^nc^msf^ 
a  very  serioiu  oompiiostion  of  pregnaac^. 
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Treatment. — In  an  e&rly  oase  without  diatdDtion  of  the 
bladder,  the  utertis  should  be  replaced  at  once,  and  a  suitable 
pessary  iu8er(«d.  Whun  the  bladder  is  distended,  it  should 
first  be  retidved  by  catheter,  with  the  precautions  ah*eady 
stated.  In  nome  caaes  tho  utenis  may  l>e  replaoM  at  once, 
but  it  in  generally  uecestuiry  to  delay  i-eposttion  until  next 
dftv.  The  bowela  should  be  thoroughly  cleared  out,  and  the 
bladder  cuiiipletely  emptied  before  attempting  the  operation. 
To  faoihtate  matterR  chloroform  should  be  given.  The  fundus 
may  be  pushed  up  by  two  lingers  in  the  vagina,  but  by  passing 
them  into  the  r&otuni  yoo  get  better  leverage  oa  the  posterior 
wall.  If  the  cervix  is  caught  with  forceps,  and  pulled  down 
at  the  same  time,  replacemnnt  will  bo  faciHtated.  By  placing 
the  patient  in  the  knee-elbuw  position  you  may  assist  matters.  ^| 
When  the  uterus  is  roplaeod,  an  Alliert  Smith  or  Hodge,  or 
s  ring  pessary  should  lie  inserted.  It  is  well  to  administer  an. 
opiate  to  prevent  uterine  ncttoa  being  set  up.  The  pessary 
can  be  taken  out  in  about  two  months'  time,  when  the  uterus 
has  risen  well  into  the  at}domen. 

You  may  fail  to  replace  a  badly  incaroerattMi  uterus.  Then 
you  must  either  lessen  the  bulk  by  passing  a  sound  in  and 
ruptnring  the  ovum,  or  by  puncturing  through  the  posterior 
uterine  wall  and  drawing  off  the  liquor  amiiit  ;  or  else  you 
must  relieve  the  condition  from  above,  by  opening  the  atxlomen 
and  drawing  tlie  utcni»  out  of  the  pelvis.  The  latter  method 
is  preferable  to  the  former,  as  the  pregnancy  would  nut 
neoeasarily  be  interrupted.  The  operation  has  now  been  done 
several  times  with  success. 

Of  the  many  casen  I  have  seen,  the  following  two  may  bej 
given  as  differing  somewhat  from  the  usual  run. 

Cast  i. — A  multipara,  pregnant  for  the  thii-d  time,  came  to  | 
me  oomplaining  of  severe  pain  in  the  back,  ami  inabiUty  to  I 
pass  urine,  and  she  also   stated   that  something  was  coming  i 
t/orra.     She  wim  three  and  a  half  months  pregnant.     Dribbling 
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of  urine  had  not  commenced,  as  retention  had  only  existed  for 
a  few  hours.  The  patient,  who  had  been  dosing  herself 
heavily  with  qiiaok  medioinea,  oerttfied  to  removt-  all  female 
obstructions,  waa  terribly  afraid  that  she  had  done  herself 
some  serious  mischief. 

On  examiniuK  the  abdomen  I  found  tho  bladder  distended, 
and,  per  rtKiinaiti,  the  elongated  anterior  hp  of  the  cervix  pm- 
Imding  from  the  vulva,  wliile  the  retroflexecl  body  of  the 
uterus  lay  low  down  in  the  posterior  fornix.  The  uterus  was 
not  only  retroflexed  but  it  waa  considerably  prolapsed.  The 
urLuti  was  drawn  oS,  and  the  patient  was  instructed  to  have 
her  bowels  well  cleared  out,  and  to  take  no  food  the  following 
morning.  Under  chloroform,  after  the  bladder  was  emptied, 
repowbioii  was  easy  by  drawiug  down  the  cervix  and  tilting 
up  the  fundus  through  the  rectum.  A  large  sized  Albert 
Smith  pessary  was  inserted,  and  a  morphia  suppository  ad- 
ministered to  quieten  uterine  action.  A  few  days  later  the 
pessary  was  expelled  while  straining  at  stool,  but  the  retro- 
flexion did  not  recur.  A  large  ring  was  inserted,  and  left  in 
for  two  moDths,  and  there  was  no  further  trouble. 

Case  11. — A  multipara,  at.  twenty-four  years,  was  brought 
iuto  the  hospital  with  a  temperature  of  102^  F.  and  very 
feeble  running  pulse.  She  stated  that  for  six  weeks  shu  had 
bad  a  nasty  watery  discharge  from  the  vagina.  She  thought 
she  was  six  monlhit  pregnant. 

On  examining  her,  the  abdomen  was  found  to  be  distended 
by  a  tumour  extending  as  high  as  the  umbilicus.  It  was 
lender.  A  very  foul  discharge  was  coming  from  the  vagina, 
and  on  passing  the  fingers  in.  a  portion  of  the  uterus  was 
found  incarcerated  in  the  pelvis.  On  passing  a  catheter  sevoi'al 
pints  of  friglitfuUy  stinking  urine  were  di'awn  otT.  From 
the  odour,  the  organism  in  the  urine  was  judged  to  t^e  the 
bacillus  coh  The  incaroeratod  portion  of  the  uterus  was 
raised  without  much  difiicultv.     The   vnecobT&VLW  v;%t%  «s\> 
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dently  raptured  and  the  foetus  macerated.  The  patient  had 
become  so  collapded  that  we  had  to  give  her  a  Large  saline 
injection,  and  freely  stimulate  her  with  strychnine.  I  had 
intendcfl  to  wash  the  bladder  out  and  leave  fK)me  boracic 
solution  in  it,  but  she  became  so  collapsed  1  did  not  attempt 
this.  Next  morning.  I  was  agreeably  surprised  to  find  she  hail 
rallied,  and  that  her  temperature  was  normal  The  bladder 
was  washed  out  trnd  a  considerable  amount  of  blood  was  foand 
in  it.  She  was  put  upon  urotropin  with  daily  imgatiun  of  the 
bladder.     The  septic  condition  of  the  urine  quickly  improved. 

The  fcetus.  which  had  evidently  been  dead  for  aoine  time, 
was  expelled  six  days  after  atlmission,  and  as  the  placenta 
was  adherent,  chloroform  was  administered  to  remove  it.  The 
pationt  again  collapsed,  and  for  some  hours  she  was  practically 
pulseless,  but  with  saline  and  stryohuiue  injections  she  again 
rallied.  The  urine  was  now  dear  and  the  bladder  irrigation 
was  discontinued.  She  was  nble  to  pass  urine  herself.  On 
the  tenth  day  after  the  miscarriage,  she  voided  several  ounces 
of  almost  pure  pus,  although  the  urine  had  been  quite  clear 
for  dayH.  ft  looked  as  if  an  ahscess  in  the  bladder  wall  had 
burst,  but  on  inves titrating  matters  I  found  that  the  uterus 
had  again  become  retroflexed,  as  soon  as  it  had  involuted 
sufficiently  to  ctimc  below  the  promontory.  On  passing  ft 
catheter,  clear  urine  was  got  at  first,  and  then  the  i-esidual 
urine  loaded  with  pus.  The  bladder  was  again  washed  out. 
The  patient,  unfortunately,  refused  to  allow  the  uterus  to  bo 
replaced  and  left  the  hospital. 

For  six  weeks  before  admission  she  had  hod  dribbling  of 
urine,  but  for  how  long  the  urine  had  been  septic  we  could  not 
judge.  I  fully  expected  that  the  kidneys  would  have  been 
nfTooted,  hut  they  seemed  to  have  escaped.  The  mucous 
menihrnne  of  the  bladder  must  have  been  badly  iLffocted,  as 
considerable  quantitiefl  of  it  came  away  in  shreds,  each  time  of 
ivM^hiay  out. 
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Pelvic  Adhesions. — If  a.  patient  has  had  an  attAck  of 
pelvic  inflammation  prior  to  impregnation,  and  adhesions  have 
been  left  behind,  she  will  be  almost  sure  to  suffer  more  or 
leas  pain  daring  the  pregnancy.  The  pain  is  caased  hy  the 
stretching  and  tearing  up  of  the  adhesious  whiob  muat  ooom- 
as  the  uterus  rapidly  grows.  If  the  adhesions  are  many  and 
the  uterus  badly  bound  down,  the  suffering  will  be  great,  and  , 
an  abortion  is  likely  to  occur.  I  hare  seen  this  in  more  thaal 
one  instance.  In  cases  of  ventre-  or  vagiuo-fixation  of  the 
uterus  the  adhesions  must  necessarily  stretch,  and  the  patient 
may  suffer  considerably- 

Dia{tw)jtU. — Early  in  pregnancy  one  may  be  able  to  make 
out  the  o^lhesions  per  Vii'finatn,  but  later  on  an  examination 
will  reveal  nothing  but  tenderness  on  pressure.  The  diagnosis 
will  then  have  to  be  made  from  the  history  of  a  previous 
attack  of  inflammation. 

Tnnttwnl. — For  the  pain  it  may  be  neoeasary  to  give  seda-^ 
tives. 

Rupture  of  the  Uterus. — In  the  great  majority  of  cases  of 
rupture  of  the  uterus  the  accident  occurs  during  labour,  but  it 
oocasionally  happens  during  the  later  months  of  pregnancy. 
It  may  be  caused  by  a  severe  crushing  accident,  but  it  is 
wonderful  bow  much  violence  may  be  applied  to  the  uterusj 
without  causing  it  to  give  way.  The  skull  or  other  bones  of 
the  fcDtus  may  be  fi-actured  and  yet  the  uterus  escape  rupture. 
Sjiontaneous  rupture  may  ooour,  in  oases  of  degeneration  of  the 
muscular  fibres  of  the  uterine  wall,  or  at  the  seat  of  a  former 
mptnre,  or  at  the  scar  of  a  C^sarian  section.  The  ela«tio  fibres 
Heem  to  be  the  ones  chiefly  afTucted.  The  rupture  frequently 
occurs  at  the  placental  site,  so  fatal  htemorrhage  is  frequent. 
The  foetus  may  not  entirely  pass  into  the  abdominal  cavity, 
and  in  that  case  it  will  act  as  a  plug  and  control  the  bleeding. 

Diaipwsis. — In  traumatic  cases  the  history  points  to  what 
has  occurred,  but  in  the  apoDtaDeouft  Q&««ft  \H%  \a  '7i%,-ck'^T>L^, 
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The  patient  is  ooU&psed  and  shows  avidenoe  of  internal  htem- 
orrhage  pointing  to  the  rupture  of  a  viscus.  If  the  foetus  has 
passed  entirely  into  the  abdomina,]  cavity,  it  is  easily  palpated, 
and  is  found  free  from  the  utei-us.  If  it  is  only  partly  out  of 
the  uturus  it  is  felt  pro&ruding  through  the  uterine  wall. 

PrtMjfiosis. — It  is  an  exceedingly  grave  condition. 

Treatm«nt. — Abdominal  section  and  removal  of  the  uterus 
would  lie  neceHsary.  hut  one  of  the  other  methods  of  treatment, 
which  will  be  given  in  conneotlon  with  rupture  during  labour, 
might  )w  adopted.  In  a  case  of  spontaneous  rupture,  if  the 
uterus  is  not  removed,  the  patient  should  certainly  be  sterilised 
to  prevent  a  reouncnoo  in  a  future  pregnancy. 


CHAPTER  IX. 

COMPWOATIONS  OF  FKEONANCY  [Conlinwd]. 

Veoereal  Dueases— CJonorrhtett— Soft  Chanores— Syplitliii— Kllcci  o(  the 
Diseaae  upon  ibe  PlaccnU— Effect  upon  ibe  Fuetus — Thti  KSect  of 
lujurios  or  Sut::^(«1  Opomtions- 


Gonorrhcea.— Thuro  oan  be  no  doubt  that  ^norrhcea  is 
present  ia  a  good  many  oases  treated  in  hospital,  especially 
aiiionf;  the  unmarried.  It  is  impossible  to  say  how  frequent  it 
may  be,  a^  it  is  au  exceedingly  ditlicult  disease  to  diaf^noae  in  a 
^iregnant  woman  unless  the  ^noooecus  is  looked  for.  In  bad 
cases  the  vaginitis  and  cystitis  will  show  its  presence,  but 
there  are  many  cases  in  which  the  woman  seems  to  suffer  very 
little  from  it,  and  these  may  be  easily  passed  over.  The  oocur- 
rence  of  ophthalmia  neonatorum  in  the  child  may  l>e  the  Hrst 
indication  one  t^ets,  liud  in  hospital  cases  we  are  largely  deprived"' 
of  this  means  of  diagnosis,  as  the  eyes  of  every  child  are  treated 
preventatively  as  soon  as  it  is  Iwru.  Yet,  in  spite  of  this,  ( 
do  arise  every  now  and  again. 

The  woman  may  have  had  gonorrhoea  prior  to  conception,  or 
she  may  have  contracted  it  during  the  pregnancy.  If  she  has 
had  it  some  time  prior  to  conception,  the  gonococci  may  have 
invaded  one  o(  tho  tulHJS  and  set  up  ii  pyoualpinx.  This  may 
prove  very  disastroos  during  the  puerperium  by  setting  up 
septic  peritonitis.  The  ease  recorded  on  page  -191  was  probably 
of  that  oaturt;.     There  can  be  no  doubv  A.VvttX  v^  v^^^^  xoft.^*^ 
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oases  of  §ep8is  have  their  origin  in  gonorrhoea.  The  gonococoi 
offer  a  very  great  power  of  resistance  to  the  vaginal  bacteria. 

Gonorrhceal  warts  arc  occasionally  seen,  and  they  may  ho  so 
large  and  numerous  as  to  obstruct  labour.  They  will  be  so 
foul  and  septic  that  they  may  prove  a  very  serious  source  of 
infection  during  labour  or  the  puerpertum.  (Bee  oaee  on 
page  2.51 .) 

The  glands  of  Bartholin .  one  or  both,  may  become  aQ'ected 
and  suppurate,  causing  the  woman  great  pain.  They  should 
be  dealt  with  either  by  total  extirpation  or  free  incision  and 
drainage. 

When  gonorrhcea  is  recognised  daring  pregnancy  it  should 
be  carefully  treated,  even  although  it  is  not  causing  the  woman 
any  inconvenience.  The  risk  will  come  during  the  puerperium. 
The  child's  eyes  must  he  carefully  seen  to,  as  soon  as  the  head 
ta  born. 

Treatnunl. — Astringent  and  antiseptic  douches  may  be  used, 
but  packing  the  vagina  with  powdered  boracic  acid  is  prefer- 
aUa  Douching  during  pregnancy  is  somewhat  risky,  as  uterine 
action  may  be  set  up.  When  warts  are  present,  they  should  be 
carefully  excised  and  the  wounds  stitched. 

Soft  Chancres. — Among  a  certain  class  these  are  oucusion- 
ttily  seen.  They  will  be  vory  foul  and  septic,  and  if  present  at 
the  time  of  labour  will  prove  a  very  serious  source  of  infection. 

Treatmeni. — Cauterise  them  ft'eely  with  fuming  nitric  iwid 
and  dress  with  iodoform.  If  they  are  present  at  the  Lime  of 
labour  nitric  acid  can  hardly  l>c  used,  but  they  should  Iw  very 
thoroughly  swabbed  all  over  with  pure  carbolic,  after  the  vaglntt 
has  Iteen  eis  well  disinfected  as  |}ossihIe. 

I  Syphilis. — If  a  woman  has  had  syphilis  a  short  time  prior 
to  conception,  the  fa>tus  is  sure  to  I>j  affected.  If.  on  the  other 
liand,  the  disease  is  acquired  during  gestation,  the  foetus  may 
eacape,  especially  if  the  infectiou  has  occurred  tatc  in  pregnancy, 
but  in  many  cases  it  is  atleoted.     If  the  father  of  the  child  is 
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suffering  from  the  disease  in  a  latent  form,  the  foetus  will  be 
affected  and  the  mother  may  show  no  iadications  of  the  disease. 
The  woman's  svettein  will  be  rendered  immune  to  the  disease, 
at  least  in  so  far  that  in  nursing  her  own  syphilitic  child  it 
will  not  infect  her,  while,  if  the  same  child  were  allowed  to  suck 
a  non-sy*phiLitie  wet  nurse,  the  nurse  would  contract  the  disease 
from  it.  The  mother  may.  however,  be  infected  through  the 
utero-placental  circulation  and  have  the  usual  manifestations  of 
the  disease. 

After  a  certain  length  of  time  the  disease  will  lose  its  power 
of  transmission  by  either  parent,  but  how  long  that  time  may 

be  has  not  been  detinitely  settled.  It  probably  varies  in  differ- 
ent individuals.     Foamier  gives  four  years  as  the  maximum, 

but  oases  have  been  reoorded  in  which  ten  or  twelve  years  have 

elapsed  and  yet  a  syphilitic  infant  was  be^ot. 

l*rimar>'  syphilis,  when  acquired  at  the  time  of  conception, 

may  assume  a  vinilenl  type,  and  oause  oonsiderable  ulceration 

of  the  labia  and  va^^ina.      If  the  chancre  or  mucous  patches 

should  l>e  present  at  the  time  of  laiiour,  they  would  be  a  very 

dangenms  source  of  infection. 

The  chief  risk,  however,  is  not  from  this,  hut  from  the  effect 

the  disease  has  upon  the  decidual  and  uterine  oonlents.  The 
Lilt  is,  that  in  a  Urge  numt>er  of  cases  the  pregnancy  ends  in 
abortion,  iiiisciirrla^e,   premature  labour,  or  labour  at  full 

time  with  a  macurated  foetus.  A  patient  who  has  no  anti- 
Lsyphilitic  treatment  may  have  several  abortions  or  premature 
rUbours,  a  Utile  later  each  time,  until  finally  the  disease,  as  it 

were,  works  itself  out,  and  a  live  child  is  bom  at  full  time. 
Effect  of  the   Disease  upon   the  Placenta. — Both    the 

mat«rnaJ  and  (a*tal  portiouK  of  the  placenta  are  affected.     To 

Uie  nakeil  e^'e,  syphilitic  placenta*  may  differ  considerably, 
rkcoordinf^  tu  whether  the  child  is  dead  or  nlive.  If  the  child 
lliAB  beeit  dead  for  some  time  the  placenta  may  be  almoat  white 
[iltnd  soft  tu  the  feel,     II  the  child  \&  &Uve  W&vi  i^V  V^  >Sk3;&!b  ''^ofe 
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placenta  will  be  thick  and  of  a  pinkish  colour  ffom  the  greatly 
thickened  mutemfti  part.  There  are  often  hsemorrhages  into 
its  flahstance,  more  or  less  organised.  Calcareous  degenera- 
tion is  al»o  uouiuion,  and  sometimes  large  fibrous  maases  are 
found. 

Microscopic  section  of  thii  villi  will  ahow  that  they  are 
increased  in  st«e.  and  distorted  in  shiipe,  from  infiltration  with 
granulation  cells.  The  epithelial  coTeriof;  will  also  be  degen- 
erated. The  vessels  in  the  villi  tnay  he  completely  blocked. 
In  the  maternal  portion  thei%  will  be  an  enormous  overgrowth 
and  degenenitiuu  of  the  decidual  cells,  whicli  will  encroach  upon 
the  intervillous  spaces. 

According;  to  Fraukel,  the  sent  and  extent  of  the  lesion  varies 
with  the  mannor  and  time  of  infection.  If  it  is  a  Kperm  infec- 
tion, i.e..  from  the  father,  the  villi  will  be  affected  witli  granula- 
tion cell  infiltration  and  dejien oration  of  their  epithelial  covering. 
If  the  mother  is  iufecle"!  at  the  same  time,  the  deciduie  as  well 
as  the  villi  will  Ije  affected.  tf  the  woman  is  syphilitic  before 
improguatiun.  the  decidua;  will  be  chiefly  affected.  In  infection 
in  the  later  months  of  pregnancy  the  placenta  may  remain 
unaffected. 

Effect  upon  the  Pectus. — The  disease  may  so  affect  the 
deoidute  and  placoiita  as  to  cause  the  very  early  death  of  the 
ovum.  In  the  fcetus  itself  the  diftcasc  manlfestB  itself  in  many 
ways.  There  may  be  bullous  eruptions  on  the  ekiu.  I  have 
seen  a  case  iu  which  these  were  present  on  the  hands  and 
feet,  and  full  of  pus  at  the  time  of  biith.  Condylomata  and 
inflammation  of  the  muoous  and  aorous  membranes  are  often 
present.  There  may  be  gummatous  deposits  in  various 
oi^ans  and  tisHues  of  the  bodies  and  a  characteristic  osteitis, 
and  osteo- chondritis.  The  dividing  line  between  the  epiphysis 
and  shaft  will  be  broad  and  jagged,  and  yellow  in  colour.  This 
i9  due  to  premature  ossification  which  has  ended  in  necrosis 
and  suppuration.    The  liver  may  be  enormously  enlarged,  so  us 
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to  fill  the  gftoter  port  of  the  abdominal  cavity.  Ascites  ie 
eooamoQ  and  maay  adhesioDS  may  be  found  in  the  abdomen. 

In  many  catum  at  bii-tli  (he  child  may  show  nn  external 
indications  of  the  dieease,  but  in  a  few  days — at  longest  within 
three  weeks — tbey  begin  u^  appear  in  the  form  of  snutties, 
a  coppery  coloured  rash  (first  about  the  buttocks,  but  soon 
becoming  general),  mucous  patches  in  the  mouth  and  about 
the  anus,  etc.  Sometimes  a  bullous  eruption  of  [leinphigus 
appears  instead  of  the  coppery  erythema.  The  child  wilt  soon 
begin  to  pine  away  and  if  not  promptly  treated  will  soon  die. 
In  many  cases  the  child  will  l)e  puny  and  ill -developed. 

PrcujncsU.  —  Pregnancy  is  influenced  most  unfavourably 
by  Byphilis.  If  untreated  the  disease  proves  fatal  to  the 
majority  of  the  foetuses.  Fortunately  the  disease  is  most 
amenable  to  treatment,  and,  if  the  patient  will  only  undergo 
regtilar  treatment  during  the  whole  pregnancy,  she  will  probably 
go  to  full  time  and  give  birth  to  ii  live  child. 

7*/m/fft««/.— Mercury  alonu  or  combined  with  iodide  of 
potash  should  be  given  oontinuotialy  throughout  the  whole 
pregnancy.  lu  the  earlier  months  the  patient  nhnnld  be 
exivA  careful  not  to  exert  herself  at  the  times  corresponding 
to  her  menstrual  periods,  as  she  is  very  liable  to  al)orl  at  these 
times.  Uoth  parents  should,  if  possible,  be  put  under  treatment, 
but  one  has  to  be  very  cautious  in  attempting  this  or  trouble 
may  be  cauaed. 

Ciise. — Mrs.  0.,  fflt.  twenty-two.  iii.-pam,  had  given  birth 
to  two  stiUI>ora  macerated  syphilitic  childi-en  before  she  was 
twenty-one.  She  showed  no  indications  of  the  disease  herself, 
and  said  she  bad  never  hiid  u  rash,  but  there  wan  no  doubt 
about  the  condition  of  tlie  fieluses.  [  did  not  can>  to  inteiTogntf 
the  husband,  as  1  knew  it  would  cause  trouble.  As  Mn*.  C. 
was  extremely  anxious  to  have  a  Uve  child,  she  consented  to 
imdergo  treatment  in  the  event  of  again  becoming  pregnant. 
She  took  a  mixture  of  Ikj.   llydrar^.  petchVov.  aiA  yA.  \vA\\\. 
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ooatinuouely  throughout  the  third  pregnancy  and  went  to  full 
time.  At  birth  the  child  seemed  perfectly  healthy,  but  it  may 
yet  develop  slight  manifestations  of  the  disease,  f  have  seen 
fchiB  in  some  cases. 


The  Effect  of  In.tubib8  or  Surgical  Operations. 

Injuries  to  any  part  of  the  body  other  than  the  uterus  may 
oause  a  termination  of  the  pregnancy  through  shook,  hut  this 
does  not  invariably  happen.  Even  a  very  serious  blow  upon 
the  uterus,  sulliciont  to  oause  fracture  of  the  i^kuU  or  long 
bones  of  the  foetus,  may  not  bring  on  uterine  action.  Neurotic 
women  are  more  liable  to  be  aflfected  by  shock  thiin  others. 

Surgical  operations  are  not  contra-indicatod,  hut  those  on 
any  part  conuectod  with  the  pelvic  organs  should  he  postponed, 
if  possible,  until  some  time  after  delivery,  or  until  the  child  is 
viable,  so  that  if  a  pi-emature  labour  coiuee  on  the  child  may 
be  saved.  Operations  on  the  uterus,  tubes  or  ovaries  are  an 
exception  to  this,  as  they  should  lie  done  as  early  as  possible 
in  pregnancy,  to  allow  of  the  abdominal  cicatrix  htK^ming  firm 
before  labour  comes  on.  If  sepsis  is  avoided,  the  risk  to  the 
pregnancy  is  not  very  great,  even  in  operations  upon  the  uterua 
itself.  Fibroid  tumours  have  been  enucleated  from  the  uterus 
without  iuterruptiug  gestation. 

Naturally  one  would  avoid  operating  during  pregnancy,  if 
delay  would  not  in  any  way  endanger  the  patient.  If.  on  the 
other  baud,  the  patient  would  suffer  from  delay,  the  opemtion 
should  be  undertaken  without  hesitation.  To  lessen  shock  an 
anesthetic  should  be  used,  even  in  oomparativuly  small  opera- 
tions like  the  extracting  of  teeth. 
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COMPLICATIONS  OF  PREGNANCY  {Cmttinwii). 

Specjfle  Pevew  as  a  Complicafcion  of  Pregnancy— Small -pox— C«t«a»— 
Tvphu*  —  Ca»e«  ^  Kntoric — Caaes— Plague — Ca«e — Scarlet  Ppvit— 
0mm — Di  ph  t  li«nn —  MewUs — Caa«a — T  n  flnen  n —  Cam^. 

Spbgipic  Pkveks  as  a  Couplication  of  Pbkonancy. 

I  AM  indebted  to  Dr.  Browiiltje.  Superintendent  of  Belvidere 
Vever  Hospital,  for  notes  of  the  foliowlD);  cases  of  small-pox, 
typhus,  and  tntertc  fever,  occurring  in  pregnant  women.     As 
T  have  had  little  or  no  experience  in  dealing  with  suoh  cases,, 
ray  remarks  must   Ik  general,  and  based  u{K>n  the  expenencej 
of  others. 

SmaJl-pox. — Small-pox,  especially  in  its  virulent  form,  is 
sa-id  tu  have  the  most  disastrous  results  upon  prc(pmncy  of  any 
of  the  fevers.  Mild  attacks  may  not  affect  the  pregnancy  at 
all,  hut,  if  the  attack  has  been  severe,  an  abortion  or  miscarriage 
is  veiy  likely  to  oocur.  The  miscarriage  may  occur  durinj< 
convalescence.  The  foetus  may  contract  the  disease  in  uiero, 
and  may  be  bora  with  the  eruption  upon  it,  or  the  eruption  may 
appear  within  a  few  days  of  Its  birth.  If  the  woman  passes 
safely  through  the  attack,  and  goes  to  full  lime,  the  child, 
although  it  shows  no  indication  of  having  had  the  disease  in 
ntero,  will  probably  be  immune  to  vaccination,  [n  1901  I 
did  a  Cttsarian  aeotioD  on  a  paiieuv  Bev«ii  v<««t>&&  %.\.\m^  \at  ^\ik~ 
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charge  from  the  Small-pox  HoBpital.  She  had  had  a  very  mild 
attack.  The  child  showed  no  indications  of  havinfi;  had  the 
diaooae,  bat  three  attempts  at  vaccination  proved  unsuccessful. 
In  a  second  caae,  also,  recently  confined  In  the  hospital,  a  few 
weeks  after  an  attack  of  small-pox,  vaccination  of  the  child  was 
unauoceasful.  The  mother  in  this  case  had  had  a  very  severe 
attack. 

Proijnoisis. — In  severe  attacks,  the  prcKiiancy  is  vury  likely  to 
be  interrupted,  and  the  danger  to  bhe  woman  is  ven*  ^^reat.  In 
mildftr  attacks,  there  is  a  considerable  risk  of  the  pregnancy 
being  interrupted,  and  this  increases  the  danger,  but  expulsion 
of  the  uterine  contents  does  not  invariably  happen. 

Treatment. — ^The  usual  treatment  must  be  adopted,  and  if  the 
uterine  contents  are  expelled,  the  utmost  care  iniist  be  taken 
to  prevent  septic  infection,  and  to  insure  thai  the  uterus  is 
thoroughly  emptied. 

Casr  I.  Ahorlion  between  the  Third  awl  Fourth  Mottthi 
iluntuj  ConvalescfliKC  fnin  Snuill-jMx. — Mrs.  B.,  ajt.  thirty- 
three,  a  multipara,  was  seized  with  aicknees,  headache,  and 
rigor  on  7th  April.  The  eruption  began  on  the  Sth  with  two 
papules  on  the  tiugers  and  one  ur  two  on  the  anns.  Her 
son  hul  been  admitted  to  the  Fever  Hospital  eleven  days 
before,  and  she  hod  been  revaocinated  two  days  later.  The 
vaccination  had  taken  satisfactorily.  She  said  she  had  t>een 
vaccinated  in  infancy,  but  the  mark  was  very  indistinct. 
When  she  was  admitted,  on  the  lOtb  April,  the  eruption  was  ■ 
beginning  to  show  on  the  hack.  She  viaa  about  four  months 
pregnant. 

The  eruption  Itecame  fairly  abundant,  and  ran  its  full 
course. 

30th  April. — The  patient  was  up,  feeling  fairly  well,  biilctjtn-  I 
plaine<1  of  some  pain  in  lier  back.     Next  day  the  pain  in  tlie 
back  was  worse,  and  the  uterus  expelled  its  contents.     Tbe^ 
aboition  jeemcd  complete. 
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3rd  May. — The  temperature  rose  to  lOO'^  F.  An  mira- 
iilerine  douche  was  given,  and  the  temporature  rose  to  lOi'  F., 
but  on  the  morning  of  the  (ith  it  had  fallen  lo  99"  P..  risinff 
at^in  in  the  evening  to  lOl'S    V. 

7th  May. — An  intra-uterine  douohe  was  fjiven,  as  the  tem-] 
perature  was  still  up.     The  discharge  was  not  foetid. 

lOtb  May. — The  litems  was  oiiretted  and  douched,  bat  there 
was  very  little  to  remove. 

12th  May. — The  temperature  was  lOS'S"  F.,  but  the  patient 
maintained  that  she  felt  quite  well.  There  wan  decided  dulness 
to  percussion,  and  reaistanoe.  hut  no  tenderness  in  the  left  ihac 
fossa. 

dOih  May. — The  tetapei'ature  has  continued  to  rise  to  100° 
or  lOr  F.  The  cervix  was  found  low  down,  with  little  or  no 
mobility  of  the  uterus,  and  there  was  well-marked  resistance  in 
the  posterior  and  left  fornix.  Ichthyol  tampons  were  used 
daily. 

24th  May. — An  absceaa  had  suddenly  formed  in  the  left 
groin.     It  was  indsed  and  drained. 

lOth  June.— The  incision  had  healed.  Per  vof^inam,  the 
resistance  in  the  left  fornix  had  almost  entirely  disappeared. 
There  was  some  resistance  in  the  pouch  of  Douglas,  but  no 
tenderness.     The  uterus  was  quite  movable  and  involuted. 

The  patient  was  dismissed  well  on  2 1st  June. 

The  risk  to  this  iMtiont  was  undoubtedly  very  much  increas 
by  the  abortion  and  subsequent  cellulitis,  Instead  of  being  in 
hospital  about  a  month,  as  she  would  have  been  if  she  had  not 
aborted,  she  hod  to  remain  nearly  two  and  a  half  months. 

Com  //.     Miscarria^je  at  the  Sixth  Month. — Mrs.  MoL..  St. 
thirty-nine,  multipara.    The  patient  considered  herself  preguankj 
alx>ut  six  months.     Her  last  three  pregnancies  had  resulted 
two  early  miscarriages,  and  the  third  in  a  dead-born  obildj 
about  two  years  ago. 

Bbe  had  been  seized  with  Bhiverin^,  a\QV&Q%%  voiV  '^(;3>\Q>!vcct% 
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on  Xith  Febrtiary,  and  the  eruption  bad  appeared  on  the  14th. 
She  was  admitted  on  the  15th.  The  rash  was  pretty  abandant 
and  discrete  on  the  18th  ;  papulo-veaicukr  and  pnstular,  with 
considerable  erythema  between  the  spots.  It  was  fairly  evenly 
distributed  over  the  face,  scalp,  back,  arms  and  lege,  also  on 
the  palms  and  soles.  There  were  some  papules  on  her  tongue. 
Her  vaccination  mark  was  very  doubtful. 

7th  March. — Pains  began  suddenly,  and  on  examination  the 
OS  was  foimd  to  be  about  the  size  of  a  florin  and  the  membranes 
tense.  The  foetus  was  expellod  at  (i.30  a.m.  ou  the  8th.  The 
placenta  was  removed  from  the  vagina,  and  there  was  little 
bleeding.  Her  puerperium  was  quite  normal,  and  she  was 
dismissed  well  on  29th  March. 

The  miscarriage  had  no  bad  effect  in  this  case.  She  seemed 
prone  to  miscarry,  so  there  was  little  chance  of  her  pregnancy 
continuing. 

Typhus. — In  the  present  day  typhus  is,  generally  speaking, 
a  lure  disease,  but,  in  Glasgow,  small  locaUsed  epidemics  are 
still  not  very  uncommon.  In  the  early  days  of  the  Maternity 
Hospital  a  good  many  cases  were  dealt  with,  eepecially  in  the 
outdoor  department.  The  pregnancy  is  very  liable  to  be  inter- 
rupted, and  the  risk  to  the  woman  ia  very  great.  The  high 
temperature  alone  may  have  a  deleterious  effect  U|X)n  the  foetus, 
but  I  should  thiiLk  it  is  the  typhus  poiaou  which  actually  causes 
itfl  death. 

Case  I.  Ahortum  of  a  Fleshy  Mole. — Mrs.  M.,  cet.  twenty- 
aeven,  v.>para ;  amenorrbcea  for  four  months.  Admitted  &th 
Deoember. 

The  patient  had  been  ill  about  a  week  with  general  a^alaise, 
headache,  pains  all  over  and  feverishness.  The  bowels  were 
constipated,  and  she  had  been  sick  and  vomiting.  Her  tom- 
pemture  was  103"  F.,  pulse  113,  and  respiration  36. 

7th  December. — She  bad  not  slept,  and  was  much  troubled 
with  a  cough.     The  bowels  had   moved,  flight,  constipated 
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motion  ;  temperaiurc  lOS'G"  F.,  pulso  114,  and  respiration  32. 
Her  face  was  somewhat  dull  and  tluBhed  generally,  eyes  slightly 
injected,  pupUfi  small.  She  was  quite  sensible,  and  complained 
only  of  headache  and  cough.  Her  tongue  wa«  dry  and  slightly 
coated. 

Rash. — On  the  arms  there  was  slight  general  erythema,  and 
a  few  spots  appeared.  On  the  trunk  only  a  few  spots,  macula, 
fading  on  pressure,  reddish  in  colour  ;  on  the  feet  only  a  few 
spots. 

The  heart  sounds  were  gocxl  in  quality,  and  the  pulse  good. 
Some  r^es  were  audible  at  the  base  of  the  lungft. 

The  urine  was  dark,  straw-coloured,  aoid,  and  contained  a 
distioct  trace  of  albumin. 

8tb  December. — Had  passed  a  better  ni^ht  after  getting 
bromide.  At  noon  her  bowels  moved  freely,  and  she  began  to 
pass  blood,  and  clots  from  the  vagina  in  considerable  quantity. 
Per  vatjiruxm  the  os  was  felt  slightly  dilated,  but  nothing  but 
clot  could  be  felt. 

9th  December. — As  there  was  again  some  bleeding,  the  vagina 
was  plugged.  The  patient  felt  much  better.  There  was  ver}' 
little  evidence  of  a  rash,  and  the  tongue  was  moist.  The  tem- 
perature last  night  was  103'  F.,  and  this  morning  lOl'S"  F. 
She  looked  much  brighter.  In  the  evening  the  plugs  were 
removed,  and  the  uterus  was  cleared  of  a  mass  about  the  sixe 
of  &  hen's  egg.  This  was  e\'idently  a  fleshy  mole.  There  was 
no  bleeding.  After  that  she  did  very  well,  altliough  tlie  vaginal 
di&oharj^e  was  futid.  The  temperature  varied  between  UD'e" 
ftud  102b   F.  for  a  few  days. 

She  was  dismissed  well  on  22ud  January. 

Cote  II.  Incomplete  Abortion. — K.  H.,  stogie,  eefi.  twenty* 
three  ;  length  of  amenurrhoea  not  stated. 

This  |>atient  was  admitted  on  2dth  January  in  the  second 
day  of  her  illness.  Her  temperature  was  102'6'  F.,  poise  IQi'l, 
and  respjj'Htiofis  28. 
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29lh  Juiuarjr- — The  patient  wae  very  bright,  and  stated  bbat 
her  headache  and  pains  had  improved.  Hor  tongue  was  moist, 
and  there  was  no  rash.  Her  hfiart  sounds  were  normal  and 
her  lungs  dear.  There  was  a  alight  traoe  of  albumin  in  her 
urine.      Her  Apleen  was  enlarged  4.^  by  'Si  in, 

3lBt  Jauuary. — Her  headnolie  was  bad  again.  Her  face  was 
saffusod. 

Sod  February. — -She  coinplaiued  of  abdotuioal  pain  and  pain 
in  the  bock.  A  placental  mass,  and  a  portion  of  raembraae, 
were  expelled  from  the  uterus. 

4th  February. —The  face  and  onnjunotivos  had  booome 
suffused.  The  patient  wa»  dull  and  stupid,  with  muttering 
delirium.  Tht*  tongue  was  dry  and  brown  in  the  centre.  The 
rash  had  appeared.  Her  pulse  was  very  feeble,  and  there  was 
now  some  bronchitis  present.  The  vaginal  discharge  was  foetid, 
but  douching  soon  put  it  right. 

19th  February.  —  She  was  now  convalesoing  favourably. 
The  muttering  delirium  hod  lasted  about  a  week.  The  broQ- 
chilis  had  cleared  up,  and  the  cardiac  weakness  yielded  to 
treatment.  There  was  no  further  development  of  the  rash. 
She  was  dismissed  well. 

From  the  description,  it  would  seem  that  this  patient  was 
snffering  from  an  incomplete  abortion  at  the  time  of  ad- 
mission. 

Enteric  Fever. — This  is  the  fever  of  which  we  see  most 
cases  in  our  hospital.  We  usually  have  several  oases  eaoh 
year.  The  patients  come  to  us  in  labour,  with  a  history  of 
having  been  out  of  sorts  for  a  week  or  two.  The  temperature 
is  found  to  be  raised  and  the  pulse  quickened,  but  beyond  that 
there  may  be  nothing  definite.  The  bowels  are  usually  con- 
stipated. After  the  labour  ia  over  the  temperature  remains 
high,  and  diarrhoea  probably  begins.  The  rash  over  the 
abdomen  is  hardly  ever  seen,  as  the  striie  mask  it.  It  is  ex- 
tremely  dilbcuit  to  distinguish  the  condition  from  one  of  sepsis. 
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Diarrhoea  and  eDlargement  of  the  spleen  are  common  to  both. 
The  Widal  test  is  most  uaefol.  If  a  good  reaotion  is  got,  one 
may  be  pmtty  confident  the  case  is  one  of  enteric.  In  all  oaitea 
of  fever  during  the  puerporium,  where  there  is  the  least  aua- 
pioion  of  enteric,  the  Widal  test  should  be  applied.  Sepsis  is 
very  liable  t-o  arise.  In  two  of  my  cases  the  Widal  reaction 
was  obtained  from  the  infant's  blood. 

Kxpalsion  of  the  uterine  contents  occurs  iu  about  thre&iJ 
quarters  of  the  cases,  and  it  is  only  in  very  mild  attacks  that 
the  pregnancy  is  not  interrupted.     I  do  not  consider  the  prog- 
nosis as  regards  the  woman  any  worse  than  in  non-pregnant 
cases. 

Com  I.  Abortion. — J.  McM..  set.  thirty.  Length  of  amen- 
orrhcea  not  stated. 

This  patient  was  admitted  on  3rd  February.  She  had  been 
ill  for  ten  days  with  sickness,  headache,  backache.  diarrhceaJ 
and  abdominal  pain.  She  had  been  confined  to  bed  for  eight' 
days.  Her  temperature  was  101"  F..  pulse  113.  and  respirationa 
28.  Her  skin  was  i»a!e  generally,  and  there  was  an  abundant 
crop  of  very  typical  rose  spots.  Her  pupils  were  dilated,  the 
tongue  dry.  hard  and  brown,  with  trausrerse  cracks.  The 
abdomen  appeared  normal,  bui  she  complained  of  pain  low 
down  in  the  right  iliac  region,  and  there  was  tenderness  on 
pressure.  The  spleen  was  markedly  enlarged  ;  its  lower  edge 
at  the  costal  margin. 

The  heart  sounds  were  pure,  but  feeble.     The  lunga  wer 
clear. 

There  was  a  vaginal  discharge,  which  bad  been  going  on  (or 
a  day  or  two,  and  was  supposed  to  be  menstrual. 

The  disease  ran  a  fairly  typical  course.  The  vaginal  dis- 
charge continued,  and  on  the  14th,  the  twenty-second  day  of 
the  illness,  a  rounded  mass  about  the  size  of  a  large  walnut 
was  expelled  from  the  vagina  The  abortion  was  quite  com* 
plete.     A  couple  of  days  later  the  tem^vatvuft  UU.  \a  x^irxis^. 
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There  had  been  retentiou  of  urine  for  some  days  previous  to 
the  abortion,  and  the  urine  had  become  ammoniaca].  The 
bladder  required  to  be  washed  out.  She  was  diamissed  quite 
well  on  31st  March. 

From  the  description  of  the  mass  expelled,  the  abortion  must 
have  boon  an  early  one. 

Case  II.     Abortion. — Mrs.  B.,  multipara.     Amenorrhoea  of 
^  about  three  munthH. 

ThiH  patient  wau  lutmitted  to  hospital  on  18bh  April,  three 
weeks  after  the  onset  of  her  illnesa.  She  had  been  confined  to 
bed  for  a  week.  Deafness  had  inanifostcd  itself  four  days 
before  admission.  Her  bowels  were  constipated.  She  stated 
that  she  had  been  suckling  a  child  for  three  years,  and  that  her 
last  menstrual  period  had  been  in  January,  but  a  flow  of  blood 
had  oommenced  just  before  admission.  She  had  had  enteric 
fever  when  six  years  old. 

Her  temperature  was  lOlfi  F.,  pulse  128.  and  respira- 
tion 46. 

The  patient  looked  very  ill.  The  tongue  was  clean  but  dry, 
and  brawnisli  in  colour.  The  pulse  was  quick,  soft,  and  some- 
what irrejjular.  The  abdomen  was  distended  and  tympanitic, 
but  tliere  was  no  gurgling  or  tenderness.  The  spleen  was  not 
palpable.  No  rose  spots  were  seen.  The  heart's  action  was 
weak,  but  there  were  no  murmurs.  In  the  lungs  nilea  were 
distinctly  heard.  Vaginal  examination  gave  evidence  that  an 
abortion  had  occurred. 

Next  morning  some  large  dots  were  expelled  from  the  vagina. 
The  uterus  was  cleared  of  clot  by  the  fingers,  and  an  intra- 
uterine douche  given. 

The  disease  ran  an  ordinuiy  coui'se,  and  there  wore  no  pelvic 
complications.  The  iem[)orature  fell  to  normal  on  7th  May, 
hut  four  days  later  it  rose  again  and  kept  up  for  a  week. 
The  patient  had  evidently  had  a  relapse. 

She  waii  dismissed  well  on   9th  July.      lu  this  case  the 
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abortion  bad  evidently  occurred  before  the  pabient  bad  reacbed 
the  hospital,  as  nothing  but  clot  wa«  found  in  the  uterus. 

Plague. — Among  the  casea  of  pla^e  which  occurred  in 
Glasgow  in  1900,  one  of  the  women  patients  was  eight  and  a 
half  months  pregnant.  The  following  is  the  report  of  the  case 
taken  In  full  from  the  report  issued  by  the  Medical  Officer  of 
Health  :— 

"Premature  Labour. — Mrs.  M..  twenty,  admitted  16th 
September.  The  duration  of  the  illness  was  a  little  doubtful, 
owing  to  the  diificulty  of  obtaining  an  accurate  history  of  the 
patient  from  her  friends.  It  was,  however,  certainly  under 
forty-eight  hours.  The  onset  had  apparently  been  very 
severe :  headache,  pain  in  the  back,  diarrht£a,  and  great 
prostration  being  the  moBt  marked  symptoms.  The  patient 
was  very  much  emaciated,  and  hod  undergone  great  priva- 
tions for  some  time  prior  to  admission.  The  face  was  pallid, 
the  lips  dry  and  covered  with  sordes,  and  the  tongue  Ukewise 
dry,  with  a  brown  fur.  The  temperature  was  1026'  F.,  the 
poise,  which  was  soft  and  rapid,  numbered  140,  and  the 
resiMrations  40.  The  paticuE  was  eight  and  a  half  months 
pregnant,  and  on  admission  labour  was  already  in  progress. 
The  only  physical  signs  observed  in  the  lungs  were  some 
auborepitant  nUea  at  both  bases.  There  was  a  large,  indurated, 
and  very  tender  hulxi  in  the  left  inguinal  region.  No  rash 
was  observed.  On  the  evening  of  admission  30  o.c.  of  serum 
were  injected  intravenously,  and  20  c.c.  into  the  area  im- 
mediately below  the  left  groin,  so  that  it  might  drain  directly 
into  the  bubo.  At  the  time  of  the  injection  the  temperature 
had  fallen  to  99*6"  F.,  and  the  patient  was  much  collapsed. 
At  4  A.M.  the  OB  was  found  to  be  fully  dilated,  and  aa  by  this 
time  the  patient's  general  condition  was  one  of  extreme 
gravity,  instrumental  dehvury  was  at  once  eCfeoted,  The 
child  was  bom  asphyxiated,  and  after  much  trouble  was  re- 
suscitated.    No  gross  lesion  of  the  placenta  could  be  obgft&c^^. 
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After  the  birth  of  the  child  the  patient  rallied  a  Uttle.  The 
temperaturo  rose  to  lOS'S'  F.,  the  tongue  and  Ups  became 
cleaner  and  moistor,  and  the  patient  expreseed  herself  as  feeling 
a  little  better.  On  16th  September.  20  additional  centimetreB 
of  scrum  were  injooted  8ubcutaneoualy  Into  the  abdomioal  wall. 
During  the  day  the  patient's  state  becaiue  more  and  more 
grave,  and  she  died  at  11. .'30  p.m.  A  pure  culture  of  the  pUf^e 
bacillus  waa  obtained  from  the  bubo  on  admission,  and  also 
from  thR  blnod.  On  examininf;  the  bubo  after  death,  no  plague 
baoillary  forms  which  did  not  bear  evidence  of  the  most  pro- 
found degeneration  could  be  discovered,  though  in  the  spleen 
and  other  organs  of  the  body  typical  uncultured  forms  were 
(msily  Boeu." 

Post-mortem  examination,  18th  September.  1900,  by  Dr.  B. 
M.  Buchanan. 

"  ExUmai  Appearance. — The  body  is  very  well  developed 
and  well  nourished.  The  abdomen  in  much  distended,  and 
presents  the  greenish  discoloration  of  commencing  putrefac- 
tion. With  this  exoepLlon,  the  general  aurface  of  the  body  is 
pale.  There  is  a  slight  fulnese  observed  over  the  area  of 
Scarpa's  triangle  on  the  right  side. 

"  Chest. — The  heart  is  of  firm  consifltance.  Over  a  small 
area  at  the  apex  of  the  left  ventricle  there  is  a  group  of  small 
heemorrhagcs,  under  the  pericardium,  extending  into  the  muscle 
superiicialiy.  The  muscle  is  slightly  paler  than  normal,  and  a 
slight  degree  of  cloudy  swelling  is  evident.  The  valvular 
structures  arc  normal. 

"  The  lungs  are  hyperemia  po.a;teriorly  and  cedematous. 

"  Ahihtnen. — The  liver,  spleen  and  kidneys  are  hyperaemio- 

"  The  uteru.4  in  its  form,  size  and  position  is  characterlstio  of 
recent  delivery.  It  is  firmly  oontraoted,  and  the  internal  but- 
(ace  is  lined  by  a  filmy  coating  of  blcxid  clot. 

'*  Olands. — The  right  inguinal  glands  are  considerably 
aoUrged.      The    vertically  disposed   glands,  together   with   a 
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reci'operiioneal  (lower  illao)  gland  form  a  chain,  in  which  each 
gland  is  very  similar  in  size  and  appearance.  On  section  they 
ore  found  to  be  fully  baU  an  inch  in  diameter,  while  the  cut 
surfaces  are  of  firm  consistence,  intensely  hypereemic,  and 
darkly  mottled.  The  surrounding  tissues  are  cedematous,  but 
tree  from  h)©morrhat<e.  The  retroperitoneal  glaud  is  the  largest 
of  the  gi^up  in  vii'tue  of  its  qlont^ated  shape.  The  prevertebral 
glands,  in  the  same  way,  are  also  notably  aSeoted.  The  glands 
generally,  including  those  of  the  mesentery,  are  sUghtly  enlarged 
and  hypereumic. 

■■  Huiory  of  the  Baby. — Baby  M.,  bom  in  hospital,  16th  Sep- 
tember at  4.30  A.u.  Though  the  mother  had  a  blood  infection 
of  B.  pestis  (V.S.),  the  placenta  showed  no  macroscopic  lesion. 
At  birth  the  child  was  completely  asphyxiated,  and  no  spoutan- 
attempt  at  respiration  was  made  for  almost  three -quartern 
of  an  hour. 

"  For  eight  days  the  child  seemed  to  be  quite  well,  bat  on  the 
ninth  day  it  was  observed  that  the  neck  seemed  rigid,  and  on 
ex&mination  some  induration  was  discovered  on  the  loft  side  of 
the  neck  high  up,  at  the  posterior  border  of  the  sterno  mastoid. 
Next  day  a  few  isolated  glands  could  be  felt,  about  the  size  of 
a  pea.  in  the  above-mentioned  situation,  and  the  group  of 
glands  lying  in  the  antenor  triangle  of  the  neck  were  by  thie 
time  also  atTected.  On  the  right  side  there  were  also  some 
enlarged  lymphatic  glands,  but  not  so  large  as  those  on  the 
left  side.  The  temperature,  which  had  previously  not  risen 
above  99  6^  F.,  rose  on  this  morning  to  lOr  F.  Next  day  the 
child  refused  its  food,  and  vomited  frequently.  The  child 
rapidly  sank,  iind  died  on  the  following  afternoon," 

Scarlet  Fever. — If  the  attack  be  a  severe  uae,  scarlet,  like 
other  fevers,  is  very  Ukely  to  cause  u  prematore  termination  to 
the  pregnancy.  An  ordinary  mild  attack  \\nll  probably  neither 
influence  the  pregnancy,  nor  will  the  disea^M.'  be  influenced  by 
the  woman's  condition.     It  has  been  aa^eiX^  \.Vuk\  ^it^^^^ax^ 
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womea  are  not  very  Buscepbible  to  scarlet  fever  infection,  but 
this  is  doubtful.  The  disease  is  usually  contracted  in  child- 
hood, and,  as  one  attack  is  geoerally  protective,  moBtchildbearing 
women  are  to  a  very  large  extent  immune  to  it.  It  is  a  much 
rarer  disease  in  pregnancy  than  enteric. 

Pro(jtiosi'i. — This  will  certainly  be  somewhat  graver  than  in 
nou-puerperal  cases,  but  the  risk  is  not  very  umch  greater. 

I  am  indebted  to  Dr.  James  Todd  for  notes  of  the  (wo 
following  oasctt  :— 

Case  I.  Premature  Labour. — M.  B..  unmarried,  «t.  nine- 
teen, i.-para.  seven  months  pregnant.  The  foetus  had  been 
dead  for  some  time.  Three  days  after  the  contiuemont  the 
patient  was  seiiied  with  sickness,  vomiting,  and  sore  throat. 
Next  morning  the  rash  was  seen. 

On  admission  to  the  Fever  Hospital,  on  the  fourth  day  of 
the  puorperiutji,  a  dull  red  tlistioclly  puncUite  rash  was  seen 
over  the  chest  and  arms,  but  fainter  and  more  papular  on  the 
legs.  There  was  a  diffuse  blush  over  the  abdomen.  The  throat 
was  congested  and  the  glands  not  enlarged.  The  tongue  had 
a  distinct  thick  yellowish  fur  on  its  dorsum,  with  papillie  show- 
ing through  at  the  tip. 

The  heart  was  normal. 

The  abdomen  was  flaccid,  with  no  tenderness  anywhere. 
The  uterus  was  ill  defint^d.  The  cervix  was  high,  and  the  os 
patulous  and  soft.     The  discharge  had  a  strong  odour, 

Shortly  after  admission  the  patient  began  to  vomit,  and  her 
pulse  became  soft  and  mpid.  She  complained  of  headache, 
and  was  dull  mentally,  rambling  at  times.  Her  urine  and 
feeoes  were  passed  in  bed. 

On  the  6fth  day  of  the  puerperinm  she  was  quite  unconscious, 
vomiting  everything.  Her  temperature  was  lO'i'fl"  F.,  and  the 
pulse  very  rapid  and  soft. 

Under  chloroform  the  uterus  was  explored.  The  cavity  waa 
about  half  the   size  of  a  uterus  immediately  after  delivery. 
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Soft  dssuo  was  found  in  the  upper  part,  and  about  a  table- 
spoonful  easily  removed.  It  appeared  to  be  placental  tissue. 
Tho  ut«riis  was  flushed  out  with  1  in  60  oarbolic  lotion.  The 
patient  stood  the  chlorufonn  well. 

On  the  sixth  day  of  the  puei'periuui  she  became  rapidly 
worse.  In  the  afternoon  she  had  a  rigor  which  lasted  about 
five  minutes.  She  died  at  ^.35  a.m.  on  the  seventh  day  of 
the  puerperiuo). 

Unfortunately,  no  post-mortem  examination  was  obtained. 
There  was  undoubtedly  an  element  of  sopticiemia  present,  but 
the  fever  was  probably  of  a  malignant  type,  as  the  patient's 
little  sister,  lifteen  months  old,  sickened  with  a  sore  throat,  and 
died  two  days  later  without  a  rash  appearing. 

Ca^e  11.  Abf)rtwn. — Mrs.  R.,  multipara,  aet.  twenty-six. 
Amenorrhoca  had  lasted  two  months. 

This  patient  had  aborted  at  the  end  of  the  second  month,  two 
days  before  she  had  been  seized  with  sickness,  vomiting,  head- 
ache, and  sore  thruat.  The  rash  had  been  seen  on  the  fifth 
day. 

She  was  admitted  to  the  Fever  Hospital  on  the  eighth  day 
of  her  illness.  The  rash  was  then  fading  and  desquamation 
commeacing  on  tlie  neck.     Her  temperature  was  1014''  P. 

The  disease  ran  an  ordinurj-  course,  and  she  was  dismissed 
well  in  about  seven  weeks. 

In  this  case  the  patient  had  done  a  heavy  washing  the 
day  before  she  aborted,  so  that  the  scarlet  fever  had  probably 
nothing  to  do  with  causing  it.  It  was  two  days  after  the 
abortion  before  she  sickened  with  the  fever. 

Diphtheria. — I  have  never  seen  a  case  of  diphtheria  in  a 
pregnant  woman,  and  it  seems  to  be  very  rare,  but  it  is  oc- 
casionally found  during  the  puerperiuin.  The  typical  exudate 
containing  the  Klebs-LofHer  bacillus  will  be  found  on  the 
vaginal  mucous  membrane  as  well  a^  upon  the  pharynx. 

VVheu  I  was  iu  charge  of    ihu  We^l  b^ad  Bit^xvcic^  cA  ^ca 
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Mfttemity  Hospital  I  saw  a  case.  A  day  or  two  after  delivery 
the  patient's  temperature  rose,  and  I  discovered  a  diphtheritio 
exudation  on  the  vaginal  mucous  membrane.  The  throat  aUo 
ahowed  typical  patchen.  The  source  of  infootion  was  easily 
traced,  as  there  had  been  a  oaeo  of  diphtheria  in  the  house  a 
short  time  t>eforo.  The  patient  was  removed,  so  I  could  nofe 
follow  up  the  case. 

Septicscmia  is  very  likely  to  arise  in  such  cases.  The 
Klebs-Lottier  bacillus  has  oocasionally  been  found  in  the 
discharges  in  cases  of  septicaemia  where  diphtheria  was  not 
suspected.  The  relationship  between  the  two  diseases  seems 
very  close. 

When    the    bacillus   is   found    the  antidiphtheritic   serum 
should  be  used  at  once. 

Measles. — If  the  attack  is  a  mild  one  the  disease  will  probably 
run  an  ordinai-y  course,  and  the  pregnancy  be  unaffected.  On 
the  other  hand,  in  novcre  attacks  there  is  considerable  risk  of 
expulsion  of  the  uteiine  contents.  Nearly  half  of  the  severe 
oases  are  said  to  end  in  this  way.  Occasionally  the  child  is 
bom  with  the  rash  upon  it.  In  cases  of  delivery  during 
an  attack,  there  is  said  to  be  a  tendency  to  post-partum 
hiemorrhage. 

.As  a  complication  of  the  puerperium,  measles  was  held  hy 
no  less  an  authority  than  Sir  James  Himpsou  to  lie  a  very 
serious  disease,  but  experience  in  our  hospital  does  not  bear 
this  out.  .Ml  the  oases  we  have  bad  have  run  an  ordinary 
course. 

Ca90  L  Full  Time  Labour. — A.  G.,  single,  set.  twenty- 
eight,  ii.-para,  had  been  working  in  the  hospital  for  several 
months  prior  to  her  confinement.  On  3rd  Apiil  she  had  felt  _ 
out  of  sorts,  but  had  showed  no  marked  ooryza.  In  the  even-f 
ing,  labour  was  found  to  have  commenced,  and  the  rash  was 
noticed.  Her  temperature  was  99''  F,  The  labour  was  normal, 
lasting  nine  and  a  half  hours.     Tbera  was  no  teudenoy  to  poat^ 
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partum  haBmorrhage,  The  child,  a  female,  weighed  7^  lb. 
Next  day  the  rash  was  well  out.  The  patient  was  kept  in 
hospital  for  threo  days,  and  then  removed  to  the  measles  ward 
of  the  Fever  Hospital.  The  highest  point  the  tempemture 
reached.  lOl  F.,  was  oa  the  evening  of  the  first  day  of  the 
paerperium.  The  subsequent  course  of  the  disease  was  quite 
regular. 

The  child,  which  had  remained  with  her  during  the  three 
days  that  she  was  in  the  Maternity  Hospital  after  delivery,  was 
taken  to  one  of  the  receiving  houses  and  kept  under  observation 
for  two  weeks.  It  remained  quite  well.  It  is  possible  that  it 
may  have  been  rendered  immune  to  the  disease,  just  as  the 
in&Ukts  in  the  two  smallpox  cases  already  referred  to.  were 
immune  to  vaccination.  My  experience  has  been  that,  when 
a  Qew-born  infant  is  exposed  to  the  infection  of  measles  immedi- 
ately after  birth,  the  disease  develops  very  rapidly,  and  the 
rash  appears  in  about  a  week.  Possibly  the  inteotiou  takes 
place  through  the  stump  of  the  cord.  In  this  case,  howei'er, 
DO  rash  appeared,  although  at  that  time  we  had  no  separate  cots 
for  the  infants,  and  the  child  was  therefore  ia  bed  with  the 
mother  for  three  days. 

Ocue  If.  FtUl  Titne  Labour. — In  this  case  the  patient  was 
exposed  to  the  infection  of  measles  oo  the  day  when  labour 
commenced. 

A.  MoK.,  single,  eet.  thirty,  i.-para,  was  admitted  lltb 
December,  and  deUvered  12tb  December.  The  child,  which 
weighed  9^  lb.,  was  deUvet-ed  by  forceps,  as  the  second  stage  of 
labour  was  prolonged.  The  perineum  was  slightly  ruptured 
and  required  two  Btitohes,  The  pnerperinm  was  perfectly 
normal  until  the  seventh  day,  when  the  temperature  rose  from 
99°  F.  in  the  morning  to  101"  F.  in  the  evening.  Until  the 
thirteenth  day,  the  temperature  was  never  below  100"  F.^  and 
on  the  evening  of  the  ele\-eutb  day  it  reached  its  highest  point, 
103-4'  F.     On  the  morning  of  the  th\TleenV\v  A«.>j  xvVfe'^Xo  '^"' 


F..  au<1  she  wat>  fouud  to  l>e  covered  with  &  copious  measles  rtuih 
which  had  come  out  during  the  night.  During  all  these  days 
flhe  had  never  complained  of  any  npecial  pain  or  diBoomfort, 
except  from  the  heat.  The  lochia  were  sweet,  and  involution 
of  the  uterus  had  gone  on  steadily.  She  had  never  Bhown  any 
signs  of  Goryza.  I  was  at  a  loss  to  account  for  the  tempera* 
tturc,  but  fell  nnre  that  it  was  not  due  to  septic  ahsorptioti. 
The  incubation  stage  had  lasted  exactly  fourteen  days.  It 
was  only  after  the  rash  had  developed,  that  we  found  out 
thai  a  child  had  sickened  with  lueasles,  in  the  house  the 
patient  was  stayinf;  in,  thn  very  morning  before  she  came  intos 
hoepilal.  V 

She  was  removed  to  the  measles  ward  of  the  Fever  Hospital, 
where  the  disease  ran  an  ordinury  course.  Her  infant  had  lieen 
taken  away  by  her  friends,  and  I  was  unable  to  find  out 
whether  or  not  it  developed  the  disease. 

In  both  of  these  cases  it  is  remarkable  that  the  coryzal 
indications  were  absent.  ^ 

Influenza. — Unfortunately,  the  term  in^uen^A  is  often  very^ 
loosely  applied  to  all  forma  of  feverish  colds.  An  influenza 
oold  is  not  a  serious  oomplicatioa  of  pregnancy,  but  tlie  true 
infliien/A  is.  The  risk  to  the  patient,  especially  if  a  pulmonary 
complication  arises,  is  very  great.  The  uterine  contents  may, 
not  improl»ably,  l)e  expelled,  and  lh«  patient  die  within  a  few 
days,  or  death  may  occur  without  an  interruption  of  the  preg-  ^ 
nancy. 

Caae   I. — Mrs.  D.,  v.-para,  tet.   thirty-seven,  eight  trtonbha^ 
pregnant,  began  to  suQei'  from  severe  headache,  pains  through*  J 
out  her  body,   and  (everishness.     For  two  days  she  treated] 
herself,  but  on  the  third  day  I  was  called  to  see  her,  as  he 
breathing  had  become  emljarrassed.     I  found  her  very  ill, 
a  letnperature  of  103'   F,  and  a  pulse  of  120.     Her  abdomenj 
was  very  much  distended.     The  uterus  was  as  large  as  a,  fu 
ii/oe  one,  from  e.Tcessive  liquor  amnii.     Her  le^  were  swoL 
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At  tiie  basG  of  the  right  lunn;  there  was  ovidonoe  of  commenoing 
consolidation. 

The  patient  waa  very  restless  and  could  not  get  sleep.  Her 
urine  was  free  {rom  ftlbumin. 

Id  spite  of  most  active  treatment  the  patient  got  no  rd.ief. 
The  iemperature  remained  very  high,  and  at  the  time  when  the 
crisis  should  tiave  occurred  there  was  no  fall.  Instead  of  a 
onrisis,  the  pneumonia  spread  to  the  left  lung,  and  the  patient 
died  OD  the  twelfth  day  after  the  onset  of  the  paeuinonia.  I 
was  unable  to  determine  whether  or  not  the  foetus  bad  died 
previous  to  the  mother,  as  it  yv&s  impossible  to  make  a  proper 
examination.  The  uterus  remained  quiescent,  and  showed  no 
indication  of  expelling  its  contents. 

In  reference  to  these  cases  of  specific  fevers  in  pregnancy  and 
ihe  puerperiuiu.  an  important  question  arises  in  regaixl  to 
puerperal  fever.  Will  the  infection  of  any  of  the  fevers  give 
rise  to  puer{»eral  fever  ?  I  do  not  think  it  will  of  itself,  bnfc  a 
patient  sufTering  from  any  of  the  fevers  is  a  most  favourable 
sabjeot  for  the  germs  of  puerperal  fever  to  work  u])on.  There 
can  be  no  doubt  that  septicuimia  is  very  prone  to  arise  in  such 
cases.  The  high  temperature  and  the  low  vitality  of  the 
patient's  tissuett  are  most  powerful  predisposing  factors,  in  favour 
of  septic  invasion. 

Erysipelas,  I  believe.  wiU  give  rise  to  puerperal  fever,  because 
the  micro-organisms  are  identical ;  but  in  the  other  cases  where 
the  micro-organisms  are  quite  distinct,  the  one  cannot  change 
into  the  othor,  but  may  assist  the  other,  by  preparing  the  way 
(or  its  entrance. 

In  treating  cases  of  fever  after  the  uterus  has  emptied  itself, 
or  has  been  emptied  artifieially,  the  most  absolute  aseptic  pre- 
cautions should  be  taken,  both  at  tlie  time  and  subsequently,  to 
guard  against  sepsis. 

If  a  practitioner  is  attending  fever  cases  should  he  attend 
cwnfinements?     If  he  is  seeing  many  levet  cviWi*,  %»^fcc\^ji^'^ 
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erysipelas,  I  think  h©  should  refrain  from  Diidwifery  work.  A 
generaj  practifcicmer,  who  is  »seiri)T  an  occaaiortai  (ever  oaso, 
c&nnot  very  well  help  hioiBell.  but  before  going  l>o  a  contine- 
liienl  ftftw  aeeins  ^  "^ase  of  fever,  he  uhould  Iw  tyirefuJ  to 
change  his  clothes  and  thoroufjhly  liisinfeiJt  hi^  Ijitndu  and 
arms, 


CHAPTER  XI. 

LABOUR  AND  ITS  MECHANISM. 

Powen — Passages — Paueoger — Di&me&era  of  tho  Pelvis — Planes  of  th« 
Pelvis — Inolioatloa  of  the  Pelvis  -Attitude  of  tho  Foeta*  -Presenta- 
tion— PofitioD — The  Fecial  Head— Suturea— Foq  tan  el  les— Diameters 
of  the  Fcetal  Head— Stages  o(  Labour— Premoni tor)*  Symptoms — 
Falsi'  and  True  Faioa- The  Fint  Stage  of  Labour— The  SeooDd  Stage 
— The  Third  Stage — Effect  of  Labour  on  tho  Child— Caput  ??ucco- 
dancum— Duration  of  Labour— Normal.  LaboriouB.  PrieterDatura], 
Complex,  Tkfisaed  Labour — The  Mechanifini  of  Labour. 


By  tile  term  labour  is  meant  the  expulsion  of  the  utertno 
contents.  It  is  a  mature  or  fiiU'ttme  t-abour  when  the  foetus 
has  reached  its  full  dcvolopinoiit,  and  a  prematurr  labour  if 
before  full  time,  but  not  before  the  fcetus  is  viable,  i.e.,  from 
the  seventh  month. 

The  three  principal  factors  oouceruwl  in  labour  are  the 
powers,  the  passotjei.  and  the  passettger. 

The  primary  powers  are  the  oontraotions  of  the  uterus, 
while  the  secondary  ptyu!er$  are  the  coatrootions  of  the  ab- 
dominal muscles.  The  primary  powers  are  involuntary,  while 
the  secondary  are  voluntary,  but  towards  the  end  of  labour 
they  too  become  practically  involuntary.  The  primary  powers 
are  oonoorned  first  with  dilating  the  lower  uterine  segment  and 
the  oervix,  and  sucond  with  expelling  tho  uterine  contents. 
The  secondary  powers  take  no  part  in  the  dilatation,  but  ma- 
terially assist  in  the  expulsion.  The  weight  of  the  uterine 
contents  assists  by  t^^ity,  especially  during  the  early  part  of 
iftbour,  U  the  womajs  stands  or  w&ik&  oAy^MX. 
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The  paamgei  are  the  lower  uterine  segment,  the  oerrix,  the 
vagina,  and  the  bony  pelvis  round  alt. 

The  pasienyer  is  the  fcetus  with  placenta  and  membranes. 

UlAMKTEKS    OF    THE    PeLVIS. 

External  Diameters. — The  most  important  are  the  inter- 
orislal — the  distance  between  the  widest  part  of  the  iliac 
crests;  the  tnterspiuous — the  dialanoe  between  ^e  anterior 
superior  spines;  and  the  antero-posterior  or  external  cunjugate 
— the  distance  between  the  tip  of  the  last  lumbar  vertebra  and 


Fio.  1. — Bdni  o(  pelvia,  showing  the  coujugau;.  ubliquo,  uid  tmnsvem 
diamflteni  (Playfair). 

the  front  of  the  symphysis  pubis  (Baudelocque's  diameter). 
These  meaatuements  are  made  by  means  of  calipers.  The 
intercristal  one  should  be  about  11  in.  and  the  interspinous 
about  10  in.  Thoy  vary  according;  to  the  size  of  the  pelvis, 
but  in  a  properly  shaped  pelvis  there  should  be  about  1  in. 
difference  between  them.  Baudelocque's  diameter  sliould  be 
about  7|  iu.,  but  it  is  of  very  little  importsnoe. 

Internal  Diameters. — These  ai-e  taken  at  the  brim,  in  tlie 
cavity  and  at  the  outlet.  They  are  fom-  in  number,  vu.,  the 
antero-posterior  or  ounjugate,  two  obliques  (right  and  left), 
sad  the  tmneverae. 
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At  the  brim,  the  aotero-posterior  or  conjugate  is  oioasured 
from  the  oentre  of  the  top  of  the  sacral  promontory  to  the 
oentre  of  the  top  of  the  symphysis  pubis.  The  right  oblique 
IB  DienHured  froui  the  right  uaoro-iliac  joint  to  the  left  ilio- 
pactineal  eminence.  The  loft  is  measured  from  the  left 
sacro-iliac  joint  to  the  right  itio-pectineal  cmiuenoe.  The 
right  is  slightly  longer  than  the  left,  but  the  (ilfTerence  is  very 
slight. 

The  transverse  is  measured  from  the  middle  of  the  brim 
of  one  aide  to  the  same  point  on  the  other  side.' 

In  the  cavity,  the  same  measurements  can  be  taken  about 
its  oentre.     In  a  normal  pelvis  they  are  all  about  equal. 

At  the  outlet,  the  conjugate  is  measured  from  the  tip  of 
the  coccyx  to  the  undei  edge  uf  the  symphysis  pubis.  As 
the  coccyx  \^  usually  more  or  less  movable,  this  diameter  can 
tie  increased  by  pressing  the  coccyx  l>aokwards. 

There  is  no  fixed  jmint  from  which  ta  measure  the  obliques. 

The  transversa  is  measured  from  the  back  part  of  one  ischial 
tuberosity  to  the  same  point  on  the  other. 

The  following  table  gives  the  moasuremenUi,  in  a  form  in 
which  they  can  he  easily  remembered.  Those  diameters  are 
shghtty  Less  than  the  ones  usually  given.  They  may  bo  taken 
as  representing  the  smallest  normal  pelvis.  Anything  less  than 
theae  ihow  that  the  pelvis  is  a  contracted  oue. 
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Vitniag^f. 

tlbtll)qM. 

TmiMvwvc 

Bum  • 

*    ill. 

4iin. 

5   in. 

Oatifty 

-       -       H  .. 

H  .. 

**  .. 

Outlet 

s    .. 

44  .. 

i    .. 

You  will  notice  that  the  amallest  diameter  at  the  brim,  the 
conjugate,  booome«  the  largest  at  the  outlet,  while  the  largest 
at  the  brim,  the  transverse,  becomes  the  smallest  at  the  outlet. 
The  ot^ues  can  only  bo  inoaaui*ed  at  the  brim  and  in  the 

■S&nd4tein  luu  rewDtly  pointed  oat  the  fact,  that  tbe  tmuvveno  din- 
mac«r  in,  on  &d  avange,  oae-hnlf  the  length  ot  ihc  mxeTuiMMAX — ^v^dunuiL 
of  O^ttMrics  ami  Oynaeo/of^y). 


Il6  CLINICAL  OBSTETRICS. 

cavity,  but  ii  h  ooQvenient  to  consider  them  the  same  at  the 
outlet  as  at  the  brim  and  in  the  cuvlty. 

Planes  of  the  Pelvis. — If  you  were  to  place  a  saw  on  the 
Uio-pcctiueal  line,  und  uut  right  Imck  through  lx>th  iliac  bones, 
following  the  line  all  the  way  hack  to  the  top  of  thu  promontory, 
the  saw  would  pass  along  the  plane  of  the  brim.  Or,  if  you 
out  a  piece  of  paper  tho  exact  shape  of  the  brim,  and  place  it 
in  the  brim,  it  would  lie  exactly  in  the  plane.  If  hundreds  of 
these  sheets  of  paper  were  placed  in  the  cavity,  they  would 
represent  the  dilTeront  planes,  and,  in  the  same  way,  one  in  tho 
outlet  would  represent  the  plane  of  the  outlet.  The  plane  of 
the  outlet  is  nob  [Mirallel  to  that  of  the  brim,  l)ecauAe  the  pelvic 
canal  is  not  straight  but  curved,  the  posterior  wall  being  very 
much  ion^jer  than  the  anterior. 

Inclination  of  the  Pelvis. — ^The  brim  makes  with  the 
hori^fon  an  an^le  of  about  54^  In  the  erect  posture  the  an- 
terior superior  iliac  spines  and  the  top  of  the  symphysis  are 
in  one  perpendicular  plane,  i.e.,  the  superior  spines  lie  directly 
above  the  upper  margin  of  the  symphysis,  the  acetabular 
notches  look  directly  dnwn\vards,  and  the  tip  of  the  coccyx 
is  slightly  almve  the  apex  of  the  pubic  arch.  Seeing  the 
dried  disai-ticulate  pelvis,  one  is  very  apt  to  forget  this,  and 
to  ihink  of  ii  !is  l)eing  placed  at  right  angles  to  the  spine. 

The  Axis  of  the  Pelvis. — An  axis  to  a  pkne  is  a  Hne 
drawn  at  right  angles  to  the  centre  of  the  plane.  If  we  wero 
to  find  the  axis  of  each  of  the  large  number  of  planes  of  the 
pelvis,  from  brim  to  outlet,  and  then  connect  all  these  points,  we 
would  get  u  curved  line,  running  through  the  pelvic  cavity, 
midway  between  its  walls.  This  is  the  axis  of  tho  pelvis,  and 
it  indicates  the  direction  to  lie  travelled  by  the  presenting  part 
of  the  child,  during  labour.  In  the  living  person  the  direction 
of  the  axis  of  the  brim  is  represented  by  a  line,  drawn  from  the 
umbilicus  to  the  tip  of  the  coccyx.  Taking  the  plane  of  the 
outlet  as  extending  from  the  lower  border  of  the  symphysis  to 
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the  tip  of  tliR  coccyx,  the  axis  of  the  oiitlut  will  run  fruiu  tho 
promoaiory  directly  downwards.  In  the  livinf^  suhjecl,  how- 
ever, the  vulvar  opening  lies  considerably  farther  forward 
than  this,  and  its  axis  runs  ver\'  much  farther  forward.  The 
axis  of  the  outlet  is  practically  at  right  angles  to  that  of  the 
brim.  In  delivering  with  forceps,  etc.,  it  is  of  very  great 
importance  to  rememher  the  direction  of  the  different  axes,  bo 
as  to  apply  Iractiuu  in  the  right  direction,  rU.,  downwards 
and  well  book  at  the  brim,  and  then  coming  gradually  forwai-ds, 
until  finally  you  are  pulling  at  right  angles  to  thf>  line  of  your 
first  traction.    This  curved  axis  is  known  as  the  curve  uf  Carus. 

Attitude  of  the  Foetus. — By  this  is  meant  the  relation 
of  the  different  parts  of  the  ftctus  to  eaoL  other.  The  fictua  is 
developed  in  nn  attitude  of  tiexiou.  The  head  and  arms  are 
flexed  on  the  chest,  the  thighs  on  the  body,  the  legs  on  the 
thighs,  and  the  feet  on  the  front  of  the  legs,  while  the  trunk 
itself  l>ends  forwards.  This  arrangement  allows  of  the  pack- 
ing of  the  fcetua  into  as  small  a  space  as  possible.  For  a  short 
time  after  birth  this  tendency  to  flexion,  especially  of  the  thighs, 
feet  and  legs,  will  persist. 

The  presentation  of  the  foetus  is  usuaUy  defined  as  (he 
part  which  lies  over  the  os  uteri,  and  is  that  part  which  is 
felt  by  the  examining  tinger,  e,ij.t  vertex,  or  head  presentation, 
transverse,  or  shoulder  presentation,  breech  presentation,  face 
presentation,  etc.  A  better  way  to  li-eat  of  presentations  would 
be  to  divide  them  into  two  mun  divisions,  viz.,  longitudinal 
and  transverse,  and  define  the  presentation  as  the  relation  of 
the  long  axis  of  the  fcetus  to  the  long  axis  of  the  mother.  In 
longitudinal  presentations,  the  axes  would  correspond,  while 
in  transverse,  they  would  l>e  more  or  less  at  right  angles.  The 
longitudinal  ones  would  bo  again  divided  into  two  main  sub- 
diviaioDs,  according  to  which  pole  of  the  foetus  came  first,  bead 
or  breeoh,  and  the  U'ansverse  into  dorso-anterior  and  dorso- 
posterior. 


IIK 


CLJMCAL  OBSTETRICS. 


The  position  of  the  foetus  means  the  relation  which  tiie 
presenting  part  haars  to  the  pelvis.     There  are  four  principal 
|)08ition8.  right  and  left  anterior,  and  right  and  left  posterior, 
aocordinK  ^^  the  presenting  part  Lies  to  the  ri^ht  or  left  side  of  m 
the  pelvis,  to  the  front,  or  to  the  back.  | 

The  attitude  of  the  foetus  is  pruotioally  always  the  same, 
more  or  less  flexed,  l>ut  the  presentation  and  pOBition  fre- 
quently change  during  pregnancy.  In  the  vast  majority  of 
oases  it  ia  the  head  which  presents,  most  frequently  with 
occiput  coming  first,  turned  towards  the  left  side  and  front 
of  the  pelvis,  i.r^.,  in  the  left  anterior  position. 

The  Foetal  Head. — The  fcetal  skull  differs  from  the  adult 
one  in  the  bones  not  being  firmly  united  together.  The  mem- 
branous union  allows  of  considerable  moulding  of  the  head  as 
it  passes  through  the  pelvis.  The  occipital  tione  can  slip  under 
the  posterior  end  of  the  parietals.  and  the  frontala  under  the  fl 
anterior  ends,  thus  lessening  the  an tero-pos tenor  diameter  of 
the  bead,  while  one  parietal  can  Rlip  over  the  other  and  lessen 
the  transverse  diameter. 

There  are  four  sutures,  rU.,  the  frontal,  between  the  two 
frontal  bones  ;  the  xaffittal,  between  the  two  parietols  and  con- 
tinuous liaok  from  the /nm/a/ ;  the  cornno/,  between  the  parietaU 
and  frontals  ;  the  Jambdoidal,  between  the  parietals  and  the 
occipital  bone.  Where  the  coronal  suture  crosses  the  junction 
of  the  frontal  and  sagittal  sutures,  there  i^  a  lozenge- shaped 
membranous  space,  the  anteruw  /ontandh  or  bretpna.  and  at 
the  posterior  end  of  the  sagittal  suture  where  it  meets  the 
angle  of  the  lambdoidal,  there  is  a  much  smaller  triangular 
space,  the  ponter%or  fontwielle.  It  ii«  important  to  ho  able 
to  recognise  the  fontanelles  by  touch,  so  as  to  make  out 
the  position  of  the  head.  The  anterior  is  the  larger,  is  lozenge- 
shaped,  and  has  foul*  sutures  running  out  from  it,  viz.,  the 
frontal,  sagittal,  and  the  halves  of  the  coronal.  The  posterii 
one  is  the  smaller,  is  triangular  in  shape,  can  be  enlarged  by 
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depreBsing  the  tip  of  the  oooipital  bone>  and  has  three  Buturas 
running  oat  {rotn  it,  viz.,  the  sagittal  and  the  two  halves  of  the 
iambdoidal. 

The  portioD  of  the  top  of  the  head  lying  between  the  two 
fontanelles  is  known  a«  the  vertex. 


PIAMBTBB8  OP  THE  FCETAL    HbaD. 

The  longest  antero-postenor  diameter.  i)iq  occipUa-mentai , 
is  measured  from  the  tip  of  the  ocoipitai  bone  to  the  tip  of  the 
chin  (5  in.);  the  next  in  length,  the  occipito-frontal,  is  from 
the  occiput  to  the  root  of  the  no»e  (4^  in.) ;  while  the  shorteat, 
the  sub-occipito-btettmatic,  extends  from  the  nape  of  the  neckj 
to  the  antenoi'  fontanelle  (4  to  3^  in.).  The  flub-oooipito-t 
bregmatio  mea.surc8  4  in.  when  the  head  is  not  doxed.  as  the 
front  end  of  the  diameter  \»  then  taken  from  the  front  of  the 
anterior  fontanoUe,  but  when  the  head  h  much  fleied  it 
measures  3^  in.,  as  the  front  end  then  lies  at  the  tiaok  part  of 
the  fontanelle.  The  greater  the  amount  of  6exioii  of  the  head 
the  shortf^r  this  diameter  is.  The  importance  of  this  will  be 
seen  when  we  deal  with  labom-. 

Transverse  Diameters. — ^The  biparietal  is  measured  be- 
tween till.'  widest  poitH  of  the  parietals  (34  in.),  and  the  hiUtn- 
poral  tjfltween  the  temples  (2^  in. ). 

Vertical  Diameters. — The  fmntfy-meTital  is  measured  from 
the  chin  to  the  top  of  the  forehead  (3  in  I,  and  the  rercico- 
hre-i/matu-  from  behiod  the  an^le  of  the  jaw  in  the  anterior 
fonUnelle.     The  vertical  diameters  are  the  least  important. 

\W  theae  diameters  can  lie  oousidembly  lessened  hy  the 
moulding  of  the  head  during  labour.  By  tliis  I  do  not  mean 
that  (hey  will  all  be  lessened  in  each  case,  because,  as  a  matter 
of  fact,  wliile  some  are  lessened  others  must  necessarily  be  in- 
oroaaed.  It  will  depend  upon  the  way  m  which  the  head  prs- 
sonts,  as  to  which  diameters  will  be  le&«Qv\ed  iLCvd  viVcti:^  Sxv- 
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oreaaed.  Some  heads  are  broader  than  others  and  do  no^ 
mould  so  well,  while  others  are  much  longer  (dolicho-cephalic). 
The  head  of  a  male  is  usually  slightly  larger  thao  that  of  a 
fecnale.  Among  highly  oiTiUsed  races  the  beads  are  larger 
than  among  savi^^es.     This  is  one  reason  why  labour  among 


Fto.  2.— The  fatal  skull  {Fothei^Ul). 
O.U.BOocipito-niuntal  diumet^r.  B,T.aBiteinpom}  diameter. 

S.O.B.  «Sab-occi]>ito-brogmRtic  ditLineier.        B.  P.  s  DijiAriet&l  diameter. 

O.F.-Oocipito-froDtal  diaui«t«r.  V.     =  Vertex. 

civilised  women  is  much  more  difficult  than  among  primitive 
people,  and  also  why  labour  among  savage  women  is  muoh 
more  diificult  when  the  children  are  half-breeds. 

Stages  of   Labour. — For   convenience,  labour  is   usually 
divided  into  three  distinct  stages. 


LABOUR  AND  ITS  AtECHANlSU. 


The  /irH  skhje,  or  ibal  of  dilatation,  lasts  from  tbc  com* 
meDoemeot  o£  tnie  labour  pains  until  the  ob  uteri  is  fully 
dilated. 

The  M^-ond  itrnjc,  or  tliat  of  expulsion,  taats  from  the  full 
dilatation  of  the  os  uteri  until  the  child  is  born. 

The  third  slatje,  or  that  of  delivery,  lasts  from  the  birth  of 
the  child  until  the  pla<»nt.a  and  raemhraneu  are  expelled. 

Premonitory  Symptoms. — During  the  last  two  or  three 
weeks  of  pregnancy,  the  uterine  tumour  sinks,  and  allows  of 
greater  ease  in  breathing,  but  pressure  upon  the  bladder  and 
rectum  will  be  increased,  so  there  will  be  frequency  of  mic- 
turition and  an  increase  of  oonstipation,  and  the  patient  may 
have  some  difficulty  in  walking,  and  her  legs  may  swell  .wme- 
what  from  the  increased  pi-essure.  This  is  known  to  women 
as  "the  lightening  before  labour". 

The  cervix  l>ecoine8  shortened,  or  taken  up  into  the  uterine 
cavity,  by  the  gradual  expansion  of  the  lower  uterine  segment. 
At  the  same  time  there  will  be  an  increase  in  the  mucous  dis- 
charge from  tlie  vagina,  which  becomes  blood-stained  at  the  onsefc| 
of  actual  labour,  cou»tituting  what  is  known  ae  the  "shows". 

Many  patients  arc  troubled  with  pains,  espocially  at  night, 
lor  the  last  two  or  three  weeks.  These  are  sometimes  so  bad 
that  the  patient  imagines  the  labour  has  actually  commenced. 
These  pains  ore  known  as  falne,  while  the  proper  labour  paina 
are  known  as  tnte  pains.  It  is  important  to  be  able  to 
distinguish  between  them.  True  pains,  or  ooutractious,  cause 
dilatation  and  during  their  occurrence  the  presenting  part  will 
be  felt  to  be  forced  down  against  the  os  ;  the  bag  of  mem- 
branes will  become  tease.  False  pains  hare  no  effect  in  this 
way.  They  are  generally  caused  by  iiritation  in  the  bowels, 
or  from  an  overdistended  bladder,  or  from  the  patient  being 
overfatigued.  from  standing  too  long.  They  recur  at  irregular 
intervals,  and  the  uterus  does  not  harden  regularly,  as  when 
the  true  pains  are  on. 
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Duignosis. — A  vaginal  examination  during  a  false  pain  will 
show  that  the  os  uteri  is  aot  being  dilated,  neither  is  the 
presenting  part  beiug  pressed  down. 

Treatment.— Y9,\v,Q  pains  do  not  assist  labour.  They  cause 
much  suffering  to  the  patient,  and  should  therefore  be  relieved. 
Remove  the  oause  by  attending  to  the  bowels  or  bladder,  and 
then  give  an  opiate. 

The  First  Stage  of  Labour. — Tnie  pain-n  are  first  felt  in 
the  abdomen  at  intervals  of  perhaps  half  an  hour  or  even 
longer.  The  word  pains  is  us&d  as  synonymous  with  uterine 
contractions.  At  first  the  pains  recur  ©very  half-hour  or  so, 
bat  as  latoiu*  advances  they  become  much  more  frequent  : 
every  fifteen  or  ten  minutes,  and  then  every  tire  minutes,  and 
finally  every  three  or  four  minutes.  Between  the  pains  there 
is  oompleto  rest  and  the  patient  will  often  drop  off  to  steep. 
This  rest  is  a,  wise  provision  of  nature.  If  the  pains  wera 
continuous,  the  woman  wonid  qiiickly  become  exhausted,  and 
the  f(£tus  would  ho  killed  by  the  continuous  pressare.  As 
they  increase  in  sti-ength  and  fre<iuency,  the  patient  begins  to 
(eel  them  in  her  back  and  shooting  round  towaixls  the  front. 
If  you  place  your  hand  upon  the  abdomen  dmnng  a  pain,  you 
will  feel  the  uterus  liarden  and  come  forward, 

During  the  6rst  sci^e  the  pain  feels  of  a  gnawing  or  grinding 
nature.  Some  women  sutler  gretitly,  while  otliers  again  seem 
to  suffer  very  little  and  give  practically  no  indication  of  what  is 
going  on.  except  perhaps  by  a  drawing  rogether  of  the  face. 
Most  patients  are  restless  and  cry  out  a  good  deal.  During 
this  time  canalisation  of  the  lower  part  of  the  uterus  and  cervix 
IB  biking  place.  The  lower  uterine  segment  stretches,  and  llie 
membranes  attaohed  to  it  get  separated,  and  project  through 
the  opening  os,  us  the  bfu/  ot  membranes  or  forcicaters.  The 
bag  of  membranes  acts  as  a  splendid  dilator.  It  is  usually 
rounded  in  shape,  but  it  sometimes  projects  into  the  vagina  in 
a   sausage    shape    in    uaaes  of    uialpresunLation   or  couimoted 
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pelves.  It«  power  as  a  dilator  ia  then  very  email.  The  con- 
tractions of  the  longitudinal  fibres  of  the  utorus  tend  to  push 
the  uterine  contents  downwards,  and  at  the  same  time  pull 
open  the  OS. 

If  a  va^nal  examination  is  made  during  a  pain,  the  bag  of 
membranes  will  be  felt  to  become  tense  and  the  lips  of  the 
cervix  firm. 

When  the  oe  is  fully  dilated  the  membiunes,  att  a  rule, 
ruptm«,  and  the  forewaters  escape.  The  whole  of  the  liquor 
amnii  does  not  escape,  aB  part  qf  it  is  dammed  l^ack  by  ibe 
head  plugging  the  cervix,  but  in  ti-ansverse  or  breech  cases 
the  presenting  part  does  not  do  this,  so  the  whole  Huid  quickly 
escupeB.  Sometimes  the  membranes  rupture  early,  even  l>efoi-e 
the  pains  come  on,  while  at  other  times  thoy  are  so  tough  that 
they  require  to  be  mptured  artificially.  There  ia  occasionally 
a  collection  of  Huid  between  the  chorion  and  amnion,  and  the 
di&charge  of  tbis  timy  lead  to  tlie  mistake  that  the  membranes 
have  ruptured,  while  in  reality  the  amnion  is  still  iutaot. 
Occasionally  the  ovum  ia  expelled  intact,  i.e.,  with  the  child 
completely  enveloped  in  the  membranes.  They  must  l>e  bom 
at  once,  or  the  child  will  be  smothered.  Sometimes  Uie  child 
is  born  with  a  cap  of  menibranee  over  its  head,  known  as  a 
"  caul  ".  The  well-known  superstition  as  to  this  iiieinhrane  has 
hardly  yet  died  out  among  n  certiun  class. 

The  Second  Stage  of  Labour. — When  the  oa  is  fully 
dilated  and  the  membranes  ruptured,  the  second  stage  begins. 
The  pains  now  becomu  struoger  und  more  frequent.  The 
suflEering  is  greater,  and,  at  the  moment  of  expulsion  of  the 
child,  may  become  so  great  that  the  woman  may  loee  control 
of  herself  for  a  little,  and  can  hardly  be  held  responsible  for 
her  actions.  The  pain  is  of  a  rending,  tearing  nature,  and  will 
t)e  specially  felt  in  the  haok. 

During  the  second  stage  the  secondary  powers  come  into 
play.      The  woman  holds  her  breath  fcnA  caft>*n«.VAVwre  ^^^fea\a- 
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inal  muscleti  us  much  an  ube  can,  m  making  expulsivu  efforts. 
This  assists  uterine  action  very  markedly. 

Third  Stage. ^ — After  the  child  is  bom  the  nterus  retracts  and 
may  remain  quiescent  for  a  few  miautes,  hut  coutrautions  aeon 
oome  OD  and  retraction  iDOi'easeB,  until  the  placenta  and  mem- 
branes are  separated  and  expelled.  A  primipara,  as  a  rule, 
will  not  have  any  more  pains  after  the  expuUion  of  the 
plaoenia  and  membi-anes,  unless  a  portion  is  retained  in  uiero, 
but  in  subsequent  labours  they  will  continue  for  from  twelve 
to  thirty-six  hours  afterwards,  and  l>o  especially  severe  when 
the  child  is  at  the  breast. 

Effect  of  Labour  on  the  Child. — Until  the  membranes 
.rupture  and  the  liquor  aumii  escapes  the  child  does  not  suffer 
[from  presBure,  as  the  fluid  prevents  this;  therefore,  as  a  rule, 
|there  is  no  pressure  upon  the  ohild  until  the  second  stage. 
If  the  second  stf^^e  is  too  prolonged,  there  is  oonfiidemblc  risk 
of  the  pressure  killing  the  ohild.     .As  has  already  been  men- 
tioned,  the   f(fital   head  monlda  considerably  when  it  is  the 
presenting   part.       In    difficult    and    protouged     labours    the 
moulding   will   he   marked. 

Caput  Succedaneum. — Besides  the  moulding  of  the  head 
there  is  always  more  or  less  swelling  of  the  seal]),  known  as 
the  capiU  succedaneum.  This  forms  on  the  part  which  presents 
or  Ues  free  in  the  os.  This  part  is  not  supported,  therefoi-e 
the  pressure  from  above  forces  the  serum  of  the  blood  into  it, 
and  causes  it  to  swell.  The  position  of  the  caput  succedaneum 
differs,  according  to  the  position  of  the  presenting  part.  We 
thus  have  several  swellings,  forming  aa  the  head  ohauges  position, 
during  its  movement  througli  the  [jelvii^,  hut  they  tiiially  all  come 
to  be  merged  into  one.  In  vertex  presentations  this  is  over  the 
back  part  of  the  parietal  bone,  which  lies  to  the  front,  When 
any  part  of  the  child,  other  than  the  hea<l.  presents,  the  swelling 
will,  of  course,  be  on  the  part  which  presents,  and  not  on  the 
head. 
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Id  ft  few  days  the  head  usniilty  gains  its  normal  shape  and 
(h«  oapot  suoeedaneam  disuppeftrs,  but,  until  it  has  disappeared, 
one  Clin  judf^  from  it  in  wliat  way  the  child  has  preaent-cd. 

Duration  of  Labour. — A  normal  labour  should  nol  last 
more  than  twenty-four  hours  from  the  onset  of  true  labour 
pains.  Twelve  hours  is  about  an  averaj^e  duration.  It  ta 
usually  longer  with  first,  than  with  subsequent,  children.  Of 
the  three  stages  the  first  is  luueh  the  longest,  avem^ing  about 
eight  or  ten  hours,  though  it  may  be  muoh  longer  or  much 
shorter.  During  the  first  stJij^e,  so  long  as  the  membranes 
are  intact,  ihure  is  no  risk  to  mother  or  child  in  ordinary 
Ke&Bes.  The  second  Btaj^e  may  last  only  a  few  minutes,  hut 
about  three  hours  in  multiparee.  and  four  hours  Ju  primi- 
parte,  is  as  long  as  ii  should  be  allowed  to  last,  pi-ovided  tlio 

ins  are  active.  If  it  is  allowed  to  linger  on  for  hours,  the 
pressure  upon  the  child  may  cause  its  death.  The  mother  may 
become  exhausted,  and  the  Hoft  [mrts  in  the  pelvis  may  be  so 
injured  by  pressure  from  the  presenting  part,  that  sloughtng 
will  occur  a  few  days  later,  lu  such  a  case  the  bladder  or 
rectum,  or  both,  may  l>e  opencKl  into ;  septic  absorption  is  also 
apt  to  occur. 

The  third  stage  is  usually  over  in  alK>ut  tifteen  or  twenty 
minutes.  If  it  is  prolonged  muoh  beyond  that,  the  placenta  is 
in  all  probability  adhorcot. 

1.  Nonnal  Labour. — It  is  almost  impossible  to  define  what 
is  meant  by  a  normal  labour.  It  may  be  looked  upon  as  one 
iu  which  the  vertex  presents,  and  the  child  is  expelled  by 
Datura]  efforts  within  twenty-four  hours,  without  anything  un- 
toward occurring. 

2.  Laborious  or  Litujerimj  Labour. — This  differs  from  a  normal 
labour,  in  being  prolonged  beyond  twenty-four  hours.  The 
risk  to  both  mother  and  child  is  considerably  increased.  In 
labours  lasting  over  twenty-four  hours  the  mortality  is  four 
times  gieut«r  than  in  ihotw  undei'  twen\.^-fQMt  Vvv)>u%,  "^Xi^^  vo. 
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those  lastinii;  over  thirty  houra,  it  is  twelve  timas  great-er.  You 
flee,  then,  that  a  laborious  labour  is  a  daugerouB  one.  and  the 
danger  rapidly  inoreases  with  the  lengthening  of  the  time. 

'i.  Prit^tr.rnaturai  Labour. — In  this  form  Rome  part  nf  the 
child  other  than  the  head  pretientbi,  This  includes  braech  and 
transverse  pt'esetitations.  It  is  a  dangerous  labour,  especially 
in  the  transverse  cases. 

4.  Complex  or  Complicated  Labours. — In  this  form  there  is 
danger  to  the  mother  and  child,  apart  from  that  duo  to  the 
presentation.  The  oompUcation  may  be  either  foetal,  or  ma- 
ternal. The  fecial  compUcationH  may  be  from  prolapse  of  the 
cord,  or  multiple  prtjguaucies.  The  maternal  complications 
may  ho  from  hemorrhage,  cardiac  or  chest  disease,  eclampsia, 
maUormutions  of  the  utenis,  and  rupture  of  the  vagina  and 
titerus. 

5.  Missed  labour,  where  at  full  time  labour  has  not  come 
on  at  all,  or,  having  commenced,  the  pains  have  subsetjuenbly 
passed  off,  and  the  foetus  is  retained  in  tUero  for  a  ooneiderable 
period. 

The  Mechanism  of  Labour. — To  thoroughly  understand 
labour,  we  must  study  the  movements  of  the  presenting  part 
ol  the  f<Btus  as  it  passes  through  the  pelvis.  In  95  per  cent, 
it  18  the  vertex  which  presents,  so  we  shall  consider  its  move- 
ments. 

The  head  may  present  in  four  different  positiouH.  The 
occiput  is  the  part  which  leads,  and  is  kno\vn  as  the  denomina- 
tor, i.e.,  il  denominates  or  gives  the  name  to  the  presentation. 
The  positions  are  named  first,  second,  third,  fourth,  aooordlng 
(o  the  way  the  occiput  {xsinta.  The  lii-st  and  second  are  anterior 
positions,  and  the  third  and  fourth  pusterior. 

Firat  Posilum  (L.U.A.J. — In  the  first  or  left  occipi to-anterior 
poeition,  which  ta  the  most  fi^equent  of  all,  the  occiput  points 
towards  the  left  cotyloid  foi-amen  and  the  sinciput  or  forehead 
towards  the  right  sacro-iliac  joint.     The  ouoipito-frontal  dia- 
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meter  of  the  head  thus  Ues  in  the  right  oblique  diameter  of 
the  pelvis  (fig.  3,  I.). 

Second  Poaitiou  (H. O.A.J, — In  the  seoond  or  right  oocipito- 
nnlenor  positiuu.  the  ocoipul  points  towards  the  right  ootyloid 
forBinen,  and  the  sinciput  towards  the  left  sacro-iliac  joint. 
The  occipito-frontal  diameter  of  the  head  thus  lies  in  the  left 
oblique  diameter  uf  the  pelvis  (fig.  3.  l\.). 


I.    L.O.A 


in.     K.O.I'.  IV.    L.U.P. 

Kti>.  U.  — OiAgnuu  u(  toar  vertox  position'*  (roui  below  (Croom). 

Third  Position  (R.U.P.). — In  the  third  ur  right  ocoipito* 
poaterior  position,  (he  oooipiii  points  towards  the  righl  saoro- 
iliac  joint,  mid  the  niociput  towards  the  left  ootyluid  forutuen. 
The  occipito-frontal  diameter  of  the  hnad  thu8  lies  in  the 
right  oblique  diameter  of  the  pelvis.  ThiR  is  just  the  reverse 
of  the  first  (fig.  3.   III.  I. 

Fourth  Pnaition  (fj.O.P.) — ^In  the  fourth  or  left  oocipito- 
posterior  position,  the  iwciput  points  towards  Uw  l&^V  ^je<A:.\vi- 
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iliac  joint,  and  the  sinoiput  towards  the  right  cotyloid  foramen. 
The  oooipito -frontal  diameter  of  the  head  thus  lies  in  the  left 
oblique  diameter  of  the  pelvis.  This  is  the  reverse  of  the 
second  (fig.  3,  IV.). 

Frc(juetu:tj  of  tkcurtcnce. — Of  the  anterior  positions,  the  first 
(L.O.A.)  is  by  far  the  more  frequent,  and  of  the  posterior,  the 
third  (R.O.P.).  The  third  occurs  more  frequently  than  the 
second  or  fourth.  The  fourth  is  rare.  Placing  them  in  the 
order  of  frequency,  we  have  the  first,  the  third,  the  second 
and  then  the  fourth.  As  the  first  and  third  are  by  far  the 
most  frequent,  it  will  thus  he  seen  that  in  the  vast  majority 
of  oases  the  head  pastwti  through  the  pelvis  with  its  oooipito- 
frontal  diameter  in  the  right  oblique  diameter  of  the  pelvis. 
As  I  have  already  stated,  this  diameter  of  the  pelvis  is  slightly 
longer  than  the  corresponding  left  one. 

MoeetrUffUs  of  tk^  Head  as  U  passes  ihroiujh  the  Pelvis  in 
the  First  PoHition  I  L.O.A. ). — The  head,  which  Is  somewhat 
Hexed  on  the  chest,  ent^^rg  the  pelvis  or  engages  in  the  brim, 
with  its  occipito-frontal  diameter  in  the  right  oblique  of  the 
pelvis,  the  occiput  pointing  towards  the  left  cotyloid  foramen, 
and  the  sinciput  towai-ds  the  right  Kacro-ilioc  joint,  and  the 
right  parietal  Imnn  presenting.  The  c^nntractions  of  the  utctrus 
and  abdominal  muscles  force  the  bead  downwards  and  back- 
wards,  through  the  cavity  of  the  pelvis,  in  the  right  oblique 
diameter.  This  movement  of  descent  is  continuous  throughout 
the  other  movements  about  to  be  described.  The  ftctus  is 
developed  in  a  fiexe<l  nttitu<le,  so  at  the  beginning  of  labour 
the  head  is  somewhat  Hexed  on  the  chest.  Ae  soon  as  descent 
begins,  and  the  head  meets  with  resistance,  Ji^xum  is  increased* 
until  the  occiput  gets  eonsiderahiy  in  advance  of  the  sinciput. 
This  is  due  to  the  steeper  or  occipital  part  ol  the  head  travel- 
ling quicker  than  the  more  sloping  front  part.  The  inwani 
pressure  from  the  sides  of  the  oanal  tend  to  increase  flexion 
when  it  has  oommenoed.     The  result  of  flexion  is  to  faring  the 
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sub-oocipito-bregmatio  diameter  of  the  head  into  the  oblique 
dJAmotor  of  the  pelvis,  in  place  of  the  occipito-frontal,  i.e.,  to 
9nbstitiiTt«  n  i^hon  diameter  for  a  much  longer  one,  which 
vfiW  allow  the  head  to  pass  more  easily.  The  movement 
ot  tierioti  is  a  very  importaul  one,  and  the  moru  marked  it  is 
the  more  easily  will  the  head  pass  down. 

When  the  flexed  head  has  passed  down  through  the  cavity' 
of  the  pelvis,  the  leading  purt  of  it,  riz.,  the  occiput,  impinges 
against  the  pelvic  floor,  and  we  then  have  the  next  movemcn(, 
vU.,  internal  rotation.  The  occiput  turns  forward,  i.e.,  towards 
bhe  light,  under  the  publo  symphysis.  This  is  caused  by 
the  elastic  resistance  of  the  pelvic  door  forcing  the  occipat  in 
the  only  direction  in  which  it  can  go,  ru.,  forward  to  the  vulvar 
opening.  The  rule  for  interns!  rotation  is,  that  the  leading  . 
part  of  the  child,  i.e.,  the  part  which  strikes  the  pelvic  floor 
tirsl,  must  go  forward.  This  holds  good,  no  matter  what  the 
presentation  may  be.  The  result  in  this  case  is,  that  the  suh- 
oocipito-bregmatic  diameter  of  the  head  changes  from  the  right 
oblique  diameter  of  the  pelvis  into  the  conjugate  at  the  outlet, 
>.c.,  into  the  longest  diameter  at  the  outlet,  which  of  course 
allows  of  the  head  piiSMing  more  easily. 

When  the  occiput  comes  under  the  pubic  symphysis,  the  nape 
of  the  neck  fits  well  into  the  arch,  and  then  we  have  the  next 
movement  of  extfnsi4m.  It  is  the  undoing  of  flexion.  The  chin 
gradually  leaves  the  chest,  but  at  the  same  time  the  nape  of  the 
neck  glides  under  the  symphysis,  so  that  there  is  a  movement 
forward,  as  well  as  a  bending  back  of  the  head.  In  this  way  the 
Cop  of  the  head,  the  forehead,  and  then  the  face  of  the  uhild  is 
forced  over  the  perineum,  and  the  head  is  born.  Extension  ia 
the  result  of  the  force  from  above  driving  the  head  downwards, 
wbilo  the  perineum  resisis,  so  the  head  must  pass  forwanls  in 
the  line  of  the  resultant  of  the  two  forces,  i.e.,  in  the  axis  of 
th(»  outlet. 

Tlift  next  movement  is  known  as  exlonutl  rolaVioi^  at  tc*\\V^- 
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tion.  The  head  turns  round  so  that  the  face  of  the  child,  which 
was  looking  directly  towards  the  mother's  anus,  comes  to  look 
towards  her  right  thigh,  or  directly  upwarde,  when  the  patient 
is  lying  in  the  usual  position  on  her  left  side.  The  head  has 
nothing  to  do  with  causing  this.  It  is  really  an  iuwjrual  rota- 
tion of  the  shoulders,  tlie  leading  shoulder  following  the  ordinary 
rule  of  interna)  rotation,  and  paiiiaiiiib!  forwards  under  the  pubic 


Pio.  4.— Birth  of  the  h«Kl  (Fottiorxill). 


J 


arch  juet  as  the  occiput  did,  hut  in  the  opposite  direction,  cU., 
towurda  the  left.  The  posterior  shoulder  now  sweeps  over  the 
perineum,  and  both  shoulders  and  arms  are  bom.  The  body  is  j 
then  expelled  without  any  difficulty,  as  a  rule. 

To  recapitulate  :  we  have  flexiou,  descent,  increase  of  flexion, 
internal  rotation,  extension,  and,  finally,  external  rotation  and 
hirth  of  the  body. 

yfeehanism  in  the  Second  Position  1R.0.A.). — The  occiput 
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pointa  towards  the  right  cotyloid  fommea  and  the  sinoipat 
towards  the  left  sacro-tliao  joint,  i,e.,  the  occi  pi  to-frontal 
diameier  of  the  head  lies  in  the  left  oblique  diameter  of  the 
pelTis.  The  left  parietal  bone  presents.  The  movements  of 
the  head  are  preciHely  the  same  as  in  the  first  position,  viz,, 
flexion,  descent,  increase  of  flexion,  intemAl  rotation,  extension 
and  external  rotation.  The  only  difference  is,  that  tlie  head 
desoenda  in  the  left  ohhque  diameter  of  tlie  pelris,  und,  as  the 
occiput  rotates  forward,  it  must  turn  towards  the  left.  In  ex- 
ternal rotation  the  face  turns  to  look  towards  the  rootber'tt  left 
thigh,  or  direcily  downwards  towards  the  be<l. 

The  mechanism  in  oocipito-poaterior  oases  will  be  dealt  with 
later  on  when  we  consider  the  treatment  of  snch  oases, 

Mechanunt  of  the  Third  Stage. — During  the  tliird  stage  of 
labour  the  plaoenta  and  membranes  are  separated  and  expelled. 
The  placenta,  which  is  from  *i  to  8  In.  In  diameter,  is  attached 
to  a  portion  of  the  utenne  wall  of  corresponding  size.  The 
exact  pusition  of  the  attachment  varies,  but,  to  he  normal,  it 
ahoold  be  somewhere  in  the  uterine  cavity  alx>ve  llnndl's  ring. 
When  the  ehild  is  born,  the  tiize  of  the  uterus  is  much  reduced 
by  retniction  or  pemmnent  shortening  of  the  muscular  fibres, 
and  the  site  of  attachment  of  the  plaoenta  shrinks  with  the  rest 
of  the  waU.  With  oaoh  contraction  during  the  third  stage 
more  and  more  retraction  occurs,  and  the  uterus  becomes 
smaller  and  smallei',  The  placenta  itself  cannot  shrink  very 
much:  and,  as  its  site  does,  separation  UMxwsarily  oocurs.  The 
membranes  are  separated  in  the  same  way.  When  separation 
has  occurred,  the  uterine  oontraotious  expel  the  pbtoenta  into 
the  vagina,  and  llie  birth  of  it  is  completed  by  the  expulsive 
powei'fl  of  the  abdominal  inu<;cles.  Tt  may  come  edgewise  or 
doubled  on  itself.  The  membranes  follow  it.  More  or  less 
clot  comes  with  the  placenta. 


.|rmf(f»i*it((irii(m  —  Arr&UKciucul  uf  lln-  Etud — Exuniiiiatiuu  uf  tim  Patient 
Kxatuiaation — Tbe  Fin4  SUL^e — The  .Souoml  Hlago — Tli 


Bbpohk  taking  up  the  consideration  of  how  to  manage  an 
ordinary  labour,  let  us  Hrst  consider  our  amMmcnfarium.  Tho 
midwifery  bug  sliuuld  be  uf  a  fair  size  and  have  a  removable 
canNnis  lining,  titled  with  loops  for  bottles.  This  lining  should 
tte  sterilised  from  time  to  time. 


Contents. 
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1.  .\  good  pair  of  all-metal  long  forceps.     Milne-Murray's 
axis-traction  ones  I  consider  the  best  yot  produced. 

S!.   A  douche  with  a  long  curved,  channelled,  glass  nozzle. 

EA  rubber  bag  douehe  which  will  hold  five  pints  is  the  most 
convenient  of  uU. 
3,  A  Uigginsoii's  syringe  lor  giving  enemnta  only, 
i.  A  long  silver  or  gluss  catheter. 
5.  An  antiseptic.      Lysol  is  the  most  convenient,  as  it  does 
away  with  the   need  of   a   greasy  lubricaul.     Perchloride   of 
mercury  pellets  may  also  be  earned,  but  except  for  sterilising 
one's  hands  they  are  not  to  lie  used  in  im  ordinary  labour. 
6.  Chloroform. 
7.   FIrgol,  but  ergotin  or  ergotinin  for  hypodermic  use  is  of 
much  great«r  value. 
^132) 
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8.  Clean  nail-bnish. 

9.  Scissors,  curved  needlen.  needle-holcler.  silkworm  gut  and 

CHtgUt, 

10.  A  amal!  packet  or  two  of  ahsorbent  wool.  Very  con- 
venient ounce  packctH  of  tliis  ore  uuw  siippliod  by  tibemista. 

Beaidefi  the&e  it  is  well  to  cArry  a  small  bottle  of  ether,  and 
an  opiate  in  one  form  or  other,  and  a  hypodermic  syrinye  with 
labloids  of  ergotinin,  iiiorpliia,  and  fitryulmine.  To  arm  one 
completely  for  emerf;encie8,  a  packet  of  iodoform  or  sterilised 
Ijauze.  a  pair  of  prickiii;;  forei'.ps,  h  pair  of  volaella  foroe|>s,  and 
tt  saline  infusion  apparatus  would  bu  necessary. 

When  Ial>our  begins,  you  should  attend  as  soon  as  sent 
for.  On  aiTival,  inquiries  should  at  once  be  mode  as  to  the 
nature  of  the  pains,  how  long  they  have  l>een  going  on,  and 
how  frequently  they  ar(^  recurring,  and  also  if  there  has  been 
any  discharge.  If  the  patient  is  not  in  bed,  she  should  t^o 
there,  to  enable  you  to  examine  her. 

The  proper  anun^euient  of  the  bed  is  of  great  importance. 
If  there  be  a  trained  norse  in  attendance  she  is,  of  course, 
responsible  for  tins,  but  many  patietity  cannot  affonl  to  have  a 
proper  nurse,  and  in  this  case  you  must  see  to  the  bed  yourself. 
If  possible,  the  bedstead  should  be  so  placed  as  to  allow  you  to 
get  round  it.  .\  firm  hair  mattress  is  the  best  form  of  bed, 
■  but  you  must  make  the  best  of  whatever  is  at  hand.  A 
Dackintosh  sheet  is  usually  put  over  the  bed,  then  the  ordinary 
tkeet,  and  above  that  u  smaller  mackintosh  with  a  folded  np 
"^draw-sheet,  or  blanket,  or,  what  is  much  l>etter,  an  obstetric 
bed  sheet  <gauigee  tissue  does  nicely  for  this).  In  ninny  oases 
mookintosh  aheets  will  not  be  available,  but  several  plies  of  brown 
paper,  or  ordinary  newspapers,  niake  a  very  good  sulMtitute. 
The  dj-aw-sheet.  at  least,  sltould  be  perfectly  clean.  Among 
the  poorer  classes  it  is  usual  for  the  patient  to  have  on  a  dirty 
petticoat,  and  poihaps  soiled  underclothing  and  nightdress. 
The  petticoat  should  be  removed,  aud  Oac  vm^Xett\o'Cvv^xi.^t,  *»&. 
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nightdress  replaced  by  clean  ones,  which  should  be  well  tucke 
up,  60  M  to  prevent  the  bottom  port  becoming  soiled.  It 
is  quite  impoasible  to  conduct  a  l&bour  aseptluuUy,  if  the 
snrrountling  clothing  in  in  the  filthy  condition  that  it  too  often 
is. 


Examination  op  the  Patient. 

Your  hands  and  forearms  must  first  be  thoroughly  washed 
witli  warm  wHter  and  soup.  Particular  attention  inuBt  be 
pfkid  to  the  finger  nails.  When  the  hands  and  forearms  are 
thoroughly  clean,  they  must  be  soaked  in  an  antiseptic  solution 
for  several  uiinuteK.  Corrosive  sublimate  aolution  (1  to  1000)  is 
the  most  powerful,  but  a  1  per  cent,  lysol  one  docs  Bdmirably. 

Preliminary  to  the  vaginal  examination,  the  abdomen  should 
be  palpated  and  auscultated.  By  this  you  can  learn  if  the 
patient  is  pregnant,  if  she  is  in  laboiu*.  if  the  child  is  olive, 
whether  it  is  a  longitudinal  (head  or  breech)  or  transverse 
presentation,  and  whether  or  not  the  presenting  part  has 
entered  the  brim.  Other  conditions  may  be  made  out  liy 
palpation,  such  as  twina,  hydramnios,  eto.,  and  an  expert  can 
make  out  the  position.  Routine  palpation  of  the  abdomen 
is,  unfortunately,  generally  omitted  in  ordinary  cases,  but  you 
should  make  a  practice  of  it,  as  thereby  a  great  deal  can  be 
learnt.  Some  obstetricians  hold  that  by  palpation  you  should 
be  able  to  learn  all  that  you  require  to  know  without  making 
a  vaginal  examination,  but  with  that  I  cannot  agree.  If  the 
vaginal  examination  is  done  with  proper  care,  there  should  be 
no  risk  to  the  patient. 

Vaginal  Examination.  —  The  hands  should  again  be 
thoroughly  sterilised,  and  the  external  genitals  of  the  patient 
cleansed  with  an  antiseptic.  For  this  purpose  there  is  nothing 
better  than  a  1  per  cent,  solution  of  lysol.  \  properly  trained 
nurse  will  do  this  in  preparing  her  patient  for  you,  but  if  you  have 
no  nurse  do  it  yourself.     Use  swabs  of  absorbent  wool  and  not 
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an  ordinary  eponge.  This  prooeecling  has  been  objected  to  on 
the  ground  that  patients  will  aot  submit  to  it.  I  have  never 
found  thifl  to  be  the  case,  and  if  a  patient  should  object,  I  am 
oon6deDt  a  few  words  of  explanation  would  remove  all  scruples. 
With  the  patient  lying  on  her  left  side  there  is  very  little  ex- 
posure. When  the  parts  are  clean,  the  examining  band  shoul 
be  soaked  in  the  lysol  solution,  aad  the  tinger  or  fingoi's  paasedl 
into  the  vagina  without  touohiug  anything  before  being  inserted. 
If  lysol  is  used  there  is  no  need  of  a  greasy  lu  hrioant.  It  is  a  well- 
known  fact,  tlmt  the  majority  of  so-called  autiseptic  lubricants 
are  far  from  being  aseptic,  an<i  tliere  must  therefore  be  dauger 
in  introducing  them  into  the  pasaages,  especially  into  the  uterus 
on  Luatruments.  Begin  the  examination  before  the  onset  of  atj 
[)ain,  and  continue  it  during  the  pain.  You  make  out  if  she  is' 
in  labour,  the  stage  it  has  reached,  the  condition  of  the  mem- 
brnncs,  the  presentation  and  position  of  the  child,  and  the  state 
of  the  passages.  If  tht;  os  is  not  fully  dilated,  and  if  the  mem- 
branes are  intact,  be  careful  not  to  rupture  them.  If  every- 
thing is  right,  tell  the  patient :  but  if  you  find  anything  abnormal 
do  not  alarm  her,  but  toll  some  responsible  person.  You  are 
sure  to  be  asked  if  the  labour  will  be  long,  but  be  careful  not 
to  commit  yourself  to  any  delinite  time,  as  the  patient  will  lose 
confidence  in  you  if  the  time  is  exceeded.  ^ 

See  tliat  the  attendant  has  ready  plenty  of  hot  water,  towels,  Y  ' 
a   binder,    napkins    (wood-wool   or  gamgee   ones  preferably), 
ligatures  for  the  cord,  clean  nheeta,  and  a  oliange  of  clothing 
for  the  patient,  as  well  as  the  Imby's  garments.     Everything 
should  l>e  well  aii'od  before  the  tire. 

The  First  Stage.  —  If  the  labour  is  not  very  far  lul- 
vauoed,  and  the  bowels  have  not  been  freely  moved,  an 
enema  of  soap  and  water,  with  some  castor  oil  added,  should 
be  given.  It  is  well  to  see  to  this  yourself  if  there  is  no 
nurse.  In  the  early  stage  the  patient  may  be  left,  vrith 
mstnictions  that  you  are  to  be  sent  for  as  oooa  a^  t^  "^t^tst^ 
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oome  away.  If  the  os  is  the  size  of  a  crown  and  the  [mll»$ 
are  at  all  aotive,  yoa  had  better  stay  in  the  house,  but  not 
in  the  patient's  mom.  She  may  be  ftUowed  to  move  about 
the  room  during  thu  tirst  sta«e,  l)ut  toll  her  not  to  hear  down. 
In  lu  ordinary  case  you  wlU  not  require  to  examine  a^aiu  until 
the  membranes  have  ruptured.  If  the  patient  is  up  when  this 
occurs,  she  should  be  put  to  bed  at  one*.  The  external  genilals 
should  lie  again  cleansed  with  tysol  solution.  >vnd  the  hands 
sterilised  as  before,  prior  tu  the  vat^nal  exacnination.  It  is  im- 
portant to  examine  immediately  after  the  membranes  rupture, 
for  fear  the  cord  may  have  been  swept  down  by  the  rush  of 
waters.  External  palpation  will  not  reveal  this,  and  if  it  has 
oocurrod  prompt  treatment  will  l>e  required  to  save  the  child. 
If  the  coi\l  cannot  be  replaced,  you  should  either  turn  or  apply 
forceps,  unless  you  see  the  child  is  likely  to  be  expelled  imme- 
diately. Interference  will  usually  be  necessary,  and  the  sooner 
it  is  done  the  lietter  the  chonoe  of  saving  the  child,  li^efore 
the  membranes  rupture  there  is  practically  no  danger  to  either 
mother  or  child  in  ordinary  oases.  Init  as  soon  as  the  liquor 
amnii  drains  away  risk  tu  \tal\i  begins. 

The  Second  Stage  has  now  commenced,  when  the  os  is  fully 
dilated  and. the  membranes  have  ruptured.  The  patient  must 
keep  in  bed,  and  she  should  be  encouraged  to  bear  down  as 
much  as  possible.  The  pain  in  her  back  tn&y  be  eased  by  (inn 
pressure.  If  the  suffering  is  very  great,  a  little  chloroform  may  H 
Iw  given  during  the  pains.  When  the  head  begins  to  bulge 
the  perineum  it  may  be  necessary  to  give  more  chloroform. 
The  chloroform  interferes  somewhat  with  the  uterine  cou- 
traotions,  and  if  much  is  given  it  alxtlishes  the  voluntary  oon- 
tractions  of  the  abdominal  muscles,  hut  on  the  other  hand  it 
reUevea  the  patient's  sufferings  and  relaxes  the  passages.  If 
the  perineum  is  rigid,  hot  fomentations  may  help  to  relax  it. 
When  the  head  begins  to  bear  upon  the  perineum,  the  right 
thigh  should   be   supported.      Supporting   thp  perineum  often 
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does  more  harm  than  good,  Imt  some  good  mciy  be  done  by 
patting  your  right  bund  Qat  over  the  anus,  with  your  fingers 
on  one  sido  of  the  vuIvh  and  your  thumb  on  the  otht^r,  then 
push  the  whole  structure  forwards,  in  the  direction  the  liead  is 
passing.  A  pmifTft*-  "f  abanr'rituT  wool,  ""2^"[;  tf^iti  f^^  W*^'  should 
first  be  placed  oyer  the-onua  t«>-)H-dv«n(  th<»-hftnd  twlag  aoited. 
The  left  lu^nd  sliould  at  the  same  time  be  passed  ))etween  the 
thighs  from  the  front,  so  as  to  gmap  the  occiput  and  keep  the 
bead  flexed  as  iiuicb  as  possible.  The  perineum  should  not  be 
stripped  back  over  the  forehead,  as  this  is  sure  to  tear  it.  The 
more  the  head  is  Hexed  the  smaller  ITS  (llATnetel'  will  be  and  the 
less  the  strain  on  the  |)eriucum.  Laieml  incisions  are  advis 
by  some,  hitl  I  do  not  recommend  tlmm.  .\3  soon  as  the' 
heftd  is  btjrn,  feel  if  the  cord  is  round  the  neok.  and,  if  it  it>,  slip 
U  over  the  head  or  shoulders.  If  it  is  too  short  to  allow  of 
this,  cut  it  and  deliver  quickly.  You  may  tie  it  in  two  places 
and  cut  Iwtweeu,  but  if  you  cuunot  do  this,  secui-e  the  eud 
attached  to  the  child  as  soon  as  the  trunk  is  delivered.     Do 

ni^l  hiirry  \\^^'  hlrt-h  nf  ^]^b  Inirik  unf"""  '''HIT  ''^  ^0'"e  rensuii  for 
doing  Bii,  and  try  to  prevent  the  shoulders  from  tearing  the 
I>eriiieum.  I>o  this  by  pressing  the  body  well  against  the 
symphysis  pubis.  If  care  is  not  taken,  a  sUj^ht  tear  made  by 
thejiend  may  very  easily  ba  innrftssod.  The  left  band  should 
follow  the  fundus  down  as  the  body  is  being  expelled.  If  you 
cannot  do  tliis,  get  the  attendant  to  do  it. 

The  child's  eyes  should  be  wiped  at  once  and  all  mucus 
freed  fmm  Llm-jaawtii  It  will  usually  cry,  but  if  it  does  not, 
lift  it  up  by  the  feet  and  give  it  a  smart  slap  or  two  on  the 
buttocks.  If  this  does  not  suffice,  artificial  respiration  will  be 
necessary.  As  soon  as  it  has  cried  freely,  or  at  once  if  arti- 
ficial resjjjration  is  neceswii-y^  tie  the  coH  '"  ^«yg  yj^AOB 
mtjfn^  and  four  iiicnes  from  the  abdomen,  and  out  between. 
The  second  ligature  may  be  placed  close  to  the  vulva.  A 
stoat  thread  liutvtui-o  is  the  l>esl,  and  be  sure  \\.  \%  U^A.Vv^^'^- 
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Cat  it  on  the  palm  of  yonr  hand  for  fear  of  wounding 
part  of  the  ohild. 

The  Third  Stage, — While  you  are  attending  to  the  chil<i  ■ 
the  atiendant  Hhould  have  her  hand  on  the  abdomen  kneading 
(he  uterus  gently.  The  piitient  should  now  lie  on  her  back. 
Keep  up  this  gentle  kneading  for  a  little,  and  you  will  usually 
feel  the  uterus  contract,  and  expel  the  placenta  into  the 
vagina.  When  you  feel  it  slip  down,  press  firmly  down- 
wands  and  backwards,  and  expel  it  from  the  vagina.  The 
membranes  are  usually  removed  hy  twinting  them,  but  by  ■ 
grasping  them  between  the  finger  and  thumb  and  inakiug  gentle 
traction  upon  them  yon  will  be  able  to  tell  whether  they  are 
peeling  off  completely  or  tearing.  Examine  the  placenta  and  ■ 
membranes  carefully,  and  if  everytliing  is  not  complete,  explore 
the  uterus  at  once  and  clear  it  thoroughly.  A  small  tag  of 
membrane  left  behind  may  not  cause  any  mischief,  but  a  bit  of 
placenta  will  certainly,  so  it  '""J'*  lifi  ■-'■■°-'"'  ■^■'*  «*  ^""^  If 
the  placenta  does  not  come  away  in  fifteen  or  twenty  minutes, 
try  to  expel  it  by  firm  pressure  downwards  aud  backwards. 
If  this  is  of  DO  avail,  after  half  an  hour  or  so.  introduce  your 

ptic  hand,  and  peel  the  placenta  off  and  remove  it.     This  can 

done  without  chloroform,  but  it  will  cause  great  pain.  If 
the  hand  has  to  be  introduced,  an  iutra-uterine  douche  should 
be  given  immediately  afterwards.  Tins  will  wash  out  all  the 
debris  and  check  poat-partum  bismorrhage. 

Of  late  there  has  been  a  tendency  to  advocate  immediate 
removal  of  the  placenta,  and  some  have  even  advised  doing 
this  by  tiuotion  on  the  cord.  I  must  enter  a  strong  protest 
against  such  proceedings.  The  placenta  may  bo  removed 
from  the  vagina  by  traction  on  the  cnrd,  but  it  should  never 
be  torn  otT  the  uterus  and  dragged  out  in  this  way.  The 
natural  process  of  separation  and  expulsion  of  the  placenta 
from  the  uterus  takes  some  time.  We  may  asfiist  this  bjrfl 
gentle  kneading,  but  we  should  not  try  lo  hurry  matters  too 
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much.      If    Nature    fails,  then    we   must   interfere,   but   only 
then. 

You  should  examine  the  perineum  immediately  after  the  child 
ia  bora.     If  it  Ih  torn  to  any  extent  it  should  be  Btitched.    Tbiii 
may  be  done  at  once  to  save  time,  but  it  in  better  to  wait  until 
the  placenta  is  away.     Silkworm  gut  is  the  lieet  suture  for  the 
deep  fltlCches,  and  they  should  inolude  the  whole  tear.     Super- 
fioial  calgut  oaes  may  be  necessar}'  as  well.     In  slight  team 
uftlgut  alone  may   be  used.     Tears  in  the  va^imt  ahould  be  w 
closed  at  the  same  time  with  cat^t.     A»  a  rule  the  cerrix  is      '  . 
not  stitched,  but  if  it  ts  badly  torn  this  should  be  done.    Ii  can  /*^' 
be  drawn  down  and  the  stitches  of  silkworm  or  catgut  easily.  /J 
inserted.     It  ia  not  a  sign  of  bad  midwifery  to  have  a  perineum  y 
to  stitch,  but  to  leave  it  torn,  in  the  hope  that  Nattire  will  repair 
it,  deserves  the  Htrouf^st  condemnation.     The  man  who  boasts 
that  he  never  has  had  to  stitch  a  perineum,  may  lay  to  his  soul 
the  fiatterin^  unction  that  this  is  due  to  lus  skill  as  an  obste- 
trician, but  some  of  his  patients  vail  have  a  different  ston,'  to 
toU. 

The  patient  must  now  be  cleansed  and  all  the  soiled  things 
must  be  removed.  Wash  her  thoroughly  with  the  lysol  solu- 
tion, using  swabs  of  absorlient  wool  and  apply  an  aseptic 
diaper.  I*ut  a  clean,  well-aired  draw-sheet  under  her,  If 
there  is  nu  trained  nurse  present,  do  the  cleansing  your^lf  and 
trust  to  no  ordinary  attendant.  If  the  utoms  is  well  contracted 
and  there  is  no  hiemorrhage,  a  firm  binder  fihould  now  Ix- 
applied.  The  lower  part  of  it  should  grasp  the  tiochuuters. 
The  binder  ahould  never  be  applied  until  the  uterus  is  well 
retracted.  If  it  tends  to  relax,  keep  kneading  it  until  it  be- 
comes firm  and  remains  so.  Pads  are  sometimes  applied  o%-er 
the  uterus,  but  they  are  almost  anre  to  shift  and  do  more  harm 
than  good.  If  the  patient'ft  nitchtdresB  is  soiled,  have  it  changed 
at  once. 

Foriiierty  routine  douching  was  adviaod  va  ^  qmka.     \w 


ordinary  iRboura  which  have  been  properly  conducted,  douching 
is  unnecessary.  It  will  prol>a))ly  do  more  liarni  than  tjood. 
If  the  [»rts  lire  perfectly  aseptic  it  will  not  improve  matters ; 
in  fttct,  it  \\\\\  do  positive  harm  by  washing  out  the  protootive 
organisms. 

Some  obstetriciaus  advise  giving  ei^ot  in  all  cases,  but  this 
is  not  Tieoesaftry  iinlRaa  thei-e  ia  hiiiraorrhage  or  the  utfirus 
remains  tlnbby.  It  shuuld  never  be  given  imtil  the  placenta 
is  away. 

After  the  patient  has  restod  a  little,  she  ^ihoiild  be  given 
some  slight  nourislimunt,  such  as  a  cup  of  tea.  In  ordinary 
coses  sbimulanis  are  not  nec^Aftary,  either  during  or  after  the 
labour,  but  if  the  labour  hae  t>een  at  all  prolonged  she  should 
have  had  some  nourishnient,  such  as  a  cup  of  beef-tea  or  of 
cxtmct  of  meat  during  the  time.  In  a  few  hours  the  child 
may  be  put  to  the  breast.  This  encourages  contraction  of  the 
uterus. 

Before  leaving  her,  8ee  that  the  pulse  is  slow,  the  uterus 
well  contracted,  and  the  discharge  noruial  in  quantity.  It  is 
often  stated  that  tlie  pulse  falls  lielow  normal  immediately 
after  labour,  but  this  is  not  the  general  nile.  It  should  slow 
down,  but  it  !»dldom  falls  below  nornial.  If  you  find  it  has 
risen,  at  once  be  on  your  guard  against  post-poitum  hotmor- 
rHage. 
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CHAPTER  xnr 

THE  PUKHPEKILM-UAKE  OF  THE  MOTHEB  AND  CHILD. 

tnvuluttoii  of  the  t'teru& — The  Ijurhin — Kat«  I'^f  Involution — SuliiavoiuiioD 
— ljup«nti  volution— Care  of  the  Motbtr  duriiiR  the  Puerperiuui— Aftcr- 
painx — F.VAciiAtioii  of  lh«  Bowels— Tho  Diet— Piilie  and  Temperatun: 
—The  BruaNU— Lt'ugth  of  Time  iu  Bed—Caro  of  the  Child — Droasiog 
the  Curd. 


IB  puerperitim  iucludes  the  time  from  the  oompletion  of 
ftboiir  until  the  organs  of  reproductioD  return  to  their  noruial 
Lstate.  For  the  first  two  weeks  or  so  the  woman  should  keep 
l>ed,  aDd  until  involution  is  completed  she  should  lake 
care  not  to  over-exert  herself.  Working-class  women  );;enerally 
rise  too  soon  and  exerl  theuiselveti  too  much,  and  as  a  cotiae- 
quence  many  of  them  suffer  from  subinvolution  and  prolapse  of 
tbe  uterus. 

On  the  oompldtiou  of  lalnur  tbe  uteruH  is  about  7  in.  lon^ 
and  weijjhs  about  2  lb.  Il  has  to  diminitili  to  3  in.  in  length. 
and  to  umCle^over  an  onnoe  in  weight.  Besides  the  uterine 
body,  the  surrounding  |>arts,  such  as  the  ligaments,  ovaries, 
tultts.  cellular  tissue,  and  vagina  have  all  to  uudt^rgo  a  process 
of  involution,  so  that  there  is  u  large  amount  of  material  to  be 
got  rid  of.  it  must  alfUT  Ih!  iKirne  in  mind  that  other  organs 
besides  ibosu  uf  generatiun  have  iricrenKtjd  in  »i/.e  during  preg- 
nancy, and  that  they  too  must  involute.  The  heart  may  lie 
taken  as  an  example.  .\t  the  end  of  pregnancy  the  left  vpuiriole 
hatt  iiicrcHMMl  in  thickness,  but  on  delivery  the  extra  strain  on 
the  uirculation  is  rumovi.'d,  and,  as  it  In  uu  loui^vii  xuu^vt^^'^^M 
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oompensatorv  Kypertropfay  will  al  onoe  begin  bo  disappear, 
large  amount  of  subcutaneous  fat  is  often  put  on  during  preg- 
nancy, and  it  UBually  rapidly  disappeai-a  during  the  puerperium. 

Involution  of  the  Uterus. — The  process  is  essentially  one 
of  fatty  degeneration,  and  absorption  of  the  redundant  tissue  of 
the  muflculai*  and  peritoneal  layers  of  the  uterus.  It  has  been 
ixuiintained  that,  there  is  a  complete  destruction  of  the  uterine 
muscular  Hbres,  and  a  new  development  from  embryonal  cells 
in  the  outer  layers,  but  more  probabty  it  is  only  a  partial 
degeneration.  On  the  other  hand,  Fisohel  holds  tlmt  the 
muscle-cell  oontenU  are  oonverted  into  a  peptone,  absorbed 
into  the  blood,  and  discharged  through  the  kidneys,  giving  rise 
to  peptonuria. 

The  involution  of  the  enHoinetrtum  differs  in  so  far  as  it  is 
not  libsorlx^,  but  oust  ofl'  in  the  lochial  discharges.  At  birth, 
separation  of  the  decidua  takes  place  through  the  spongy  layer, 
leaving  behind  on  the  uterine  wall  the  deeper  cellular  layer,  and 
the  ends  of  the  glands  of  the  uterine  mucous  membrane.  The 
obliteration  of  many  of  the  blood-vessels  outs  off  the  nourish- 
tuent,  and  tliis  layer  of  cells  undergoes  fatty  degeneration  and 
is  discharged  in  the  lochia.  When  this  layer  is  cleared  away, 
a  process  of  reproduction  of  the  endoiaeti-ium  begins  from  the 
epithelial  cells  of  the  ends  of  the  glands  and  the  intergtandulai- 
oounective  tissue,  imtil  ultimately  a  new  mucous  membrane  is 
formed.  By  the  end  of  two  months  this  process  will  be  com- 
plete. 

.■Vs  I  have  already  mentioned,  changes  occur  in  the  ligaments, 
ovaries,  tubes,  oellnlar  tissue,  and  vagina,  as  well  as  iu  the 
uterus.  The  process  in  some  of  these  structures  will  be  paHly 
one  of  retraction  of  overstretched  tissue,  but  there  will  also 
be  degeneration  and  absorption,  where  there  has  been  hyper* 
trophy. 

While  involution  is  ^oing  oo,  and  more  especially  during 
tbe  first  ten  or  twelve  days,  a  very  large  amount  of  absorption 
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is  taking  place.  While  this  is  strictly  a  physiological  process, 
it  approaches  dangerously  near  the  pathological,  and  very  little 
may  upset  the  balance. 

The  Lochia. — The  disoharges  which  come  from  the  genital 
uanal  during  the  puerperium  ore  known  as  the  lochia.  For 
the  first  five  days  or  so  the  discharge  consists  largely  of  blood 
from  the  various  vessels,  which  have  lieen  torn  across  by  the 
separation  of  the  placenta  and  deoidua,  and  also  from  any 
small  teal's  which  may  have  occurred  In  the  cervix  or  vagtua. 
may  contain  clots,  especially  duiing  the  first  day.  I*Yoni  its 
[>lour  it  is  known  as  the  lorhia  ntbra.  For  the  next  two  or 
VH  it  is  serous  in  nature,  as  the  oozing  of  blood  nhould 
Save  ceased  {hw.hui  serosa).  This  is  followed  by  the 
nlbtt.  which  consists  of  the  ddbris  of  decidua  and  blood 
from  the  interior  of  the  uterus,  alont;  with  dead  tissue  and 
lis  from  the  injuries  to  the  cervix  and  vagina.  MingUng  with 
whole  there  will  l>e  a  large  amount  of  nuicus.  Micro- 
aisms  of  a  nun- pathogenic  nature  will  be  found  in  it; 
bey  are  the  vaginal  bacteria.  This  discharge  lasts  from  one 
i  two  weeks  or  even  longer. 

The  amount  of  lochia  varies  cousiderably  in  different  women, 
for  the  first  three  or  four  tlays  it  is  much  more  profuse  than 
later.  For  practical  purposes,  the  amount  may  be  estimated  by 
the  numlwr  of  napkins  required.  For  the  first  few  flays  six. 
per  day  should  be  sufficient.  The  amount  gradually  decreases, 
but  it  should  continue  to  flow  for  ii))Out  three  weeks.  A 
sudden  cessation  of  it  indicates  that  there  is  something  wrong. 
If  the  iocliut  ruhni  continues  too  long,  or  recurs  after  several 
days*  cessatioD.  in  all  probability  there  is  something  retainecl 
in  utfi'i,  a  piece  of  placenta  or  meiulirane. 

The  discharge  has  a  heavy  odour  [>eculiar  to  itself^  bat  it 
should  not  be  fcetid.  When  it  is  exposed  to  the  air  it  soon 
booomes  septio,  hoiibe  the  great  necessity  of  i-eoeivmg  it  into 
aseptic   or   antiseptic   p^^,    which,    \\he\i   %oS\&4^   ^<Qrc^&.  \k^ 


tals  must  be  frequently  cleansed  with  im  antiseptic  lotion, 
and  no  soiled  draw-Jiheets  or  clothing  nlloweil  to  lie  under  the 
jMitient. 

Rate  of  Involution  of  the  Uterus. — During;  the  first  lea 
days  the  mte  of  involution  ia  rapid,  and  it  can  be  accuratoly 
gauged  each  day,  by  nieaauring  the  height  of  tlie  fundus.  The 
usual  method  is  by  daily  noting  the  relation  of  the  fundus  to 
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the  umbilicus,  but  this  is  far  from  being  aocurute,  as  the  ]KMii- 
tion  of  the  umbilious  varies  very  much  in  different  women. 
From  a  large  number  of  obaervatious,  I  have  found  that  in  the 
luajonty  of  caaes  the  umbilicus  Is  7  in.  above  the  top  of  the 
Hyrophyais  pubis,  hut  in  w  good  many  it  varies  from  5  to  8  in., 
80  that  it  is  auythiug  but  a  tixed  i>oiot  to  metisuru  from.  This 
variation  i»  not  dao  to  vuiation  in  the  sine  of  the  women, 
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as  one  might  ospeot.  The  top  of  the  symphysis  pubis  ia 
fixed  point  from  which  accurate  daily  measurements  can 
taken,  and  by  keeping;  a  record  of  these  we  can  watch  T 
progress,  during  the  lirsb  ten  days.  By  the  end  of  tliat  tij 
the  fundus  has  reached  the  brim  of  the  ^lelvii^,  and  no  furl) 
measurements  can  be  taken.  The  progress  is  now  glower,  I 
11  should  go  on  steadily,  until  the  uterus  is  liack  to  its  norn 


PiO.  GJ— Slighlly  deUyed  ioi-olutiou  (rdm  uprwmtc  absorption. 

sisa  CtM  must  be  taken  to  have  the  bladder  abd  rectum  b 
empty  when  the  measurement  is  made,  as  otherwise  the  utc 
will  be  poshed  up. 

Immediately  alter  labour  the  top  of  the  fundus  should 
on  an  average,  trom  6  to  7  in.  above  the  symphysis.     Wit 
the  first  twelve  hours  or  so.  it  usuaHy  rises  from  i  to  1 
and  iben  falls  more  or  less  steadily  at  the  n*.Ut  '^^  t^^etm 
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in.  in  twenty-four  hours.  By  the  tenth  day  the  fondns  should 
be  about  the  brim  of  the  pelvie. 

The  axia  of  the  uterus  is  not  usually  in  the  axis  of  the 
abdomen,  but  towards  one  or  other  side,  more  frequently  to- 
wards the  right  than  the  left  Botation  is  also  very  common, 
usually  from  left  to  right.  A  full  bladder  or  rectum  will  in- 
crease the  deviation. 

The  rate  of  involution  may  be  very  conveniently  depicted  on 
the  ordinary  temperature  chart,  by  taking  the  100*^  line  to  re- 
preeent  the  top  of  the  symphysis  and  counting  each  degree 
aa  an  inch.  If  each  day's  height  is  marked  in,  and  the  dots 
are  connected  by  lines,  we  have  an  involution  curve  above  the 
temperature  curve,  and  we  can  thus  study  the  relationship 
between  thorn.  This  is  of  great  importance,  because,  as  we  shall 
shortly  see,  wheu  sepsis  occurs  iuvohition  Ktops,  and  the  fuiunis 
of^n  rj^Bs  so  that  Iwth  cur>es  will  riae  together  (Figs.  6  and  6). 

If  the  uterus  is  quite  emptied,  and  the  woman  healthy  and 
able  to  nurse  her  cliild,  involution  should  be  steady  and  satis- 
factory. 

Subinvolatioo.^Here  the  uterus  does  not  return  to  its 
nurnutt  sise  within  the  usual  time.  There  are  iiiaiiy  causes  for 
this,  snch  as  sepsis  ;  the  retention  of  something  in  ntero — - 
these  two  are  often  combined  ;  the  preseuoe  of  fibroids  in  the 
wall ;  lacerations  of  the  cervix  ;  displacements,  generally  caused 
by  risiug  too  soon  ;  failure  to  nurse  ;  certain  diseases  of  the  liver ; 
chronic  valvular  disease  of  the  heart,  and  chronic  constipation. 

Super  in  volution. — This  is  an  exaggeration  ol  ttie  process, 
wiiereby  the  utcrns  becomes  smaller  than  normal.  The  causes 
are  not  exactly  understood.  It  may  arise  in  oases  of  wasting 
disease,  such  as  phthisis,  cancer,  and  anaemia,  after  a  rapid 
succession  of  labours,  from  prolonged  lactation,  and  after  an 
inflammatory  attack  of  the  ovaries  which  has  interfered  with 
their  functions.  It  also  seems  to  be  common  in  cases  of 
ptierpcrul  tnaanit)-. 
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Care  of  the  Mother  daring  the  Paerperium. — This  part 
of  obsletric  work  is  p^^culiai'ly  the  nui'sd's,  bvit  that  does  not 
mean  (hat  the  doctor's  reapont^ibility  is  in  any  way  lessened. 
If  anything  it  is  increasetl,  because^  lie  ia  not  only  responsible 
(or  his  own  deeds,  but  aliio  for  those  of  a  woman,  who  may, 
through  carelessness  or  ignorance,  completely  undo  all  the  good 
that  he.  by  his  aseptic  precautions,  has  done.  A  well-tmined, 
coDScientiouii  nuise  is  a  treasuro.  but,  on  tJie  other  iiand,  a 
hadly  trained,  presumptuous  woman,  who  does  things  on  her 
own  responsibility,  in  a  terror.  In  the  cases  when^  no  nurst;  is 
in  attendance,  you  have  to  iiistruot  the  attendant  what  she  is  tu 
do,  and  abo\'e  all  what  she  is  not  to  do.  Sins  of  commission 
are  more  deadly  than  those  of  omission. 

The  patient  should  be  kept  quiet,  and  allowed  to  see  uo 
visitorH  for  several  days.  Among  the  working  classes  it  is 
pracUcally  unpossible  to  obtain  this  quiet,  but  fortunately  ex- 
citement docs  not  seem  to  atTeot  thetn,  so  much  as  it  does  lietter- 
class  patient:!.  The  room  should  be  well  ventilated  and  kept 
at  a  temperature  of  about  60°  P*.  Stirring  np  of  dust  must  be 
strictly  avoide<l,  so  any  dusting  required  sliould  he  done  with  a 
cloth,  damped  with  sanitas  or  some  other  antiseptic. 

The  vulvar  pads  must  be  changed  as  often  as  tiiey  become 
soaked.     For  the  first  day  or  two  this  may  l>e  necessary  every 

four   or   six    hours.        THp    ynlvft    ahmilil    hi*    xyn>*h,>d    fiich    tjmt* 

with  an  antiseptic  lotion.  The  nurse  or  aiwndant  shoukl 
wash  her  hand»i  each  time,  and  soak  them  in  the  autiti^ptic, 
Itffore  touching  the  patient.  Clean  rags,  or.  bL-ttor.  swabs  of 
gamgee  tissue  or  absorbent  wool,  should  he  used  for  cleansing 
parposes  and  then  burnt.  The  domestic  sfionge,  so  often  usnd, 
is  a  (rightful  source  of  sepsis,  and  It  shoidd  l>e  strictly  forbiildeu. 
The  draw-sheet,  binder,  and  nightdress  should  t»e  changed 
when  they  become  soiled.  Some  nurses  Itave  been  trained 
to  douche  their  patients  once  or  twice  daily,  hut  unless  there 
is  some  special  reason  for  ii,  this  fthoviVA  Vift  *.\.T\^iS\>5  VjrVviAtt'Q., 
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and  before  delegating  such  an  important  operation  to  a  nurso 
satisfy  yourself  that  she  is  properly  equipped  for  it,  and  knows 
how  it  should  be  done.  The  bin<|fir  should  be  ti^^btened  night 
I  and^  tnornin^.  aod  when  this  is  t>eing  done  the  uterua  should 
\te  geniiy  massaged  for  a  few  minutes.  This  will  assist  involu- 
tion, and  promote  the  expulsion  of  clots,  if  there  should  be  any 
retained. 

Within  a  few  hours  after  delivery  the  patient  should  be 
encooraged  to  paas  urine.  To  facilitate  this  the  parts  may  be 
steamed  or  hot  fomentations  applied.  Mauy  patients  are 
quito  unable  to  uiicLurat*^  into  a  bed-pun,  when  lying,  but  can 
do  so  with  ease,  when  allowed  to  rifle  gn  their  hands  and  knaes. 
When  patients  are  strong  enough  to  rise  in  this  way  to 
micturate,  they  should  always  do  so,  as  it  allows  of  free  di-ainaga 
of  the  vagina.  If  a  patient  is  kept  lying  upon  her  t)Ack.  and 
is  only  allowed  to  urinato  and  deftucate  into  a  bed-pan  which 
raises  the  pelvis,  free  drainage  is  impossible.  Free  drainage 
is  of  so  much  importance  that  in  a  few  days  the  patient  should 
be  propped  up  in  bed  so  as  to  ensure  it.  If  the  first  effort  to 
empty  the  bladder  is  tmavailiug,  she  may  wait  for  a  little,  but 
withmj^jfialve. hours  after  delivery  she  should  try  again,  and  if 
she  fails,  a  catheter  must  be  passed.  A  trained  nurse  should 
be  able  to  perform  this  delicate  operation,  but  in  many  cases 
you  must  do  it  yoiurself.  It  must  be  done  with  strict  aseptic 
precautions,  and  by  sight,  not  by  touch.  You  should  make 
it  a  routine  to  inquire  in  every  case  on  your  first  visit  after 
delivery,  if  urine  has  been  passed.  Unless  the  patient  is 
suffering  considerable  inconvenience ,  she  is  not  hkely  to  volun- 
teer the  statement  thiit  nhe  is  unable  to  urinaie.  If  the  bladder 
is  left  overdistended  for  many  hours,  not  only  will  tliere  be 
great  immediate  suffering,  but  the  after  results  may  be  very 
serious. 

After-pains. — Multiparoua  patients  will  almost  invariably 
suffer  from  these  for  thirty-six  to  forty*eig)it  hours  after  labour. 
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If  ihey  are  excessive,  a  dose  of  opium  may  oe  given.  When 
they  ooour  in  ^Hmi^rcB,  febey  are,  as  a  rule,  due  to  reteation 
of  plot  or  a  part  of  the  aecundines.  In  such  cases  it  may  be 
necessary  tu  clear  the  uterus,  by  meaas  of  the  tiiigertt  and  an 
intra-uterine  douche. 

Evacuation  of  the  Bowels.— The  bowels  are  generally 
Hluggiflh,  And  must  be  cleared  out  forty -eight  hours  after 
labour.  Any  purgative  may  be  used,  but  there  is  nothing 
better  than  the  old-fashioned  castor  oil.  A  saline  should  be 
given  if  the  milk  is  to  be  dispersed,  bat  aalta  should  never  be 
administered  ajtgr  S6V01*  haafloirhaRe.  It  may  txj  necessary 
lo  give  a  simple  enama  of  soap  and  wat«r.  During  the 
remainder  of  the  puerperiuro  a  daily  evacuation  should,  if 
possible,  be  secured. 

The  Diet. — The  patient  wiU  not  be  inclined  for  much  food 
for  a  few  days,  but  she  will  jirobulily  he  thirsty.  For  the  first 
throe  dayH  she  should  be  kept  .Otkiluids,  such  as  tea  and  loasfc 
or  biscuits,  milk,  gruel,  milk  puddings,  soups,  beef-tea,  and 
porridge  in  the  mornings,  tf  she  cares  for  it.  Af(ei-'#be't)dwel8 
have  been  cleared  something  more.ftub»l*««fal  may  be  given, 
such  as  eggs,  fish,  rabbit,  chicken,  or  a  chop,  and  in  a  few  days 
ordinary  plain  food.  If  she  is  muuiiig,  she  must  continue  to 
take  a  good  deal  of  farinaqeous  fo5)d  an^  planty  "^  "''^^  If 
she  is  not  nursing  the  amount  of  fluid  must  be  limited,  but 
if  she  is  thirsty  she  may  be  given  a  cream  of  tartar  drink. 
In  ordinary  cases  stimulauts  are  not  required. 

Pulse  and  Temperature. — These  should  be  taken  morning  1 
and  evening.  As  already  stated,  the  pulse  rate  should  (all 
immediately  after  labour,  and,  tf  ever}'tbiog  progresset^  favom-- 
ably,  it  should  remain  somewhere  alx>ut  normal  throughout  the 
puerperium.  The  temperature  is  usually  slightly  raised  during 
labour,  but  it  should  soon  fall  to  normal,  or  a  llitle  below  that, 
and  remain  about  normal  throughout.  If  the  breaste  become  l 
engorged  it  will  rise  slightly,  but  any  rUo  o(  on  ex  VjftTlL-S^-.'g^ 
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be  looked  upon  with  giuve  suspicion.  The  pulse  rate  is  a 
much  snfer  guide  ihnn  the  tempHralui^  If  it  persiHtently 
reniainB  high,  even  allhcmgh  the  temperature  does  not  corre- 
6))ond,  there  must  tie  somethiuK  wrong.  lu  considGriog  the 
complications  of  tlie  puerperium  we  shall  deal  with  this 
further. 

The  Breasts.  —  While  involution  is  taking  place  in  the 
various  ui-}^ans  un  entirely  opposite  proeesa  is  going  on  In  tlie 
breasts.  This  process  of  growth  or  ovolutiou  has  begun  dur- 
ing the  pregnancy,  and  there  has  even  been  some  secretion  of 
milk.  By  the  second  or  tbirti  day  active  secretion  of  milk 
will  be  eHtablishcd.  and  the  breasts  will  probably  be  engorgud 
and  painful.  As  almiuly  stated,  the  temperature  and  pulse 
may  rise  a  little. 

Unless  the  woman  is  very  delicate,  or  there  is  some  very 
good  reason  for  her  not  <loing  so,  she  stiuuld  suckle  her  child. 
This  is  what  Nature  intends,  and,  aH  far  as  possible,  Nature 
should  be  allowed  to  have  her  way.  Suckling  stimulates  in- 
volution and  thus  benefits  the  mother,  while  the  child  get«  its 
natural  nourishment.  In  our  large  cities  especially,  the  number 
of  women  who  can  imrse  their  children  seems  to  be  much 
fewer  than  of  old.  This  is  Tiot  altogether  from  disinclination, 
but  in  many  oases  from  actual  inability. 

During  the  last  two  or  thi-ee  weeks  of  pregnancy  the  nipples 
should  have  been  dpk^*n  out,  and  oocasioually  bathed  with  a 
apirit^tion,  so  as  to  prepare  them.  They  should  be  carefully 
w^Jied  before  the  child  is  allowed  to  suckle.  Some  advise 
putting  the  child  to  the  breastlmme^atcly  after  labour,  es- 
pecially if  there  is  any  tendency  to  ix>st-pftrtum  hieinorrhage, 
but  it  is  better  to  wait  for  some  hours  at  least,  until  the  woman 
has  rested  a  little.  The  nipples  must  l)e  kept  i)erfectly  c!i»an, 
and.  if  lliere  is  the  least  tendency  to  their  becoming  tender  or 
chapped,  they  must  be  treated  at  once.  A  preparation  of  tannic 
aoid,  sulphurous  acid,  aud  glycerine  makes  a  good  application. 
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ti^Nlf  the   breasts   become  engdrged  and   paiafol,  &  brisk  saline  9.^ 
'^^parge  will  usually  relieve  them.     They  may  also  be  carefully  «(/i 
nuiBBaged  by  rubbing  towards   the  nipples.     Warm  olive  oil 
ahould  be  used  on  tlie  hands   while  rubbiug.     Sometimes  \i 
will  be  HDoessary  to  exhaust  them,  or  to  relieve  the  pain  by 
igedative  lotions,  such  as  lead  and  opium,  or  a  belladonna  pre-_ 
paratiou.     If  a  lotion  is  used,  care  must  be  taken  to  thoroughly 
cleanse  the  nipples  before  the  child  suoks.  or  it  may  be  pttfsoited. 
When  the  nipples  are  very  flat,  a  nipple  shield  may  be  neces- 
sary. 

To  disperse  the  milk,  when  nursing  is  not  to  he  attempted, 
nealine  purges  should  be  given  and  the  amount  of  Buid  diet 
restricted.  Belladonna  plasters  or  other  preparations  of  the 
ilru^  are  frequently  applied  lu  the  breasts,  but  the  best  means 
of  check inj^Uiajwcretioa  is  by  having  the  breasts  padded  and 
lirHiK  lia^tlaJeiH,  immediately  after  delivery.  If  this  is  done 
properly,  tlie  milk  aecretion  will  be  checked  in  a  very  few  days. 
How  long  should  a  Puerperal  Paticnl  be  confined  to  Bed  ? 
— No  wuiuuu  should  bo  allowed  to  ait  up,  out  of  bed,  until  tlie 
fundus  uteri  has  fallen  below  the  bhm.  As  this  does  not  occur 
before  llie  tenth  day,  she  ahould  not  be  allowed  to  rise  before 
then.  Working-class  women,  as  a  rtdc,  rise  far  too  soon,  and,  as 
a  oonsequence,  many  of  them  suffer  from  subinvoluiion  and  dis- 
placements. If  there  is  no  trained  nurse,  then  by  the  sixth 
or  seventh  day  the  patient  may  be  lifted  out  of  bed  on  to  a 
couch  while  the  bed  is  being  thoroughly  made,  us  ordinary 
attendants  seldom  know  how  to  make  a  bed  with  n  patient  in 
it.  This  may  be  repeated  each  night,  and  will  greatly  add  to 
the  patient's  comfort.  By  the  end  of  a  fortnight  most  patients 
will  be  able  to  !»  up  for  part  of  the  day,  and  they  may  go  about 
the  house  during  the  ttiird  week  and  even  go  out  for  a  little  in 
fine  summer  weather.  After  a  severe  labour,  if  the  parts  liave 
boon  lacerated,  the  patient  should  uot  be  allowed  la  leavt:  hor 
Ijbd  until  healing  is  oomplete. 
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Care  of  the  Child. — This  is  largely  left  to  the  nurse,  but 
the  doctor  should  see  that  it  is  properly  attended  to.  The 
eyes  should  be  carefully  washed,  and  if  there  hag  been  any  ^ '  , 
suspioiouu  vaginal  dlsohargt:  from  the  mother,  jirntti.r.Trf|  %}  gi-  L| '  ( 
to  the  ounce  should  at  once  be  dropped  into  them.  In  hospital 
practice  this,  or  some  other  preparation,  is  invariably  used  as 
a  preventative  of  ophthalmia. 

Dressing  the  Cord. — Before  a  dressing  is  applied,  always 
examine  the  cord,  to  see  if  there  is  any  ooziug.  If  there  is, 
and  in  ft^l  pmu>H  where  the  ^^t^  i»  ygry  thick,  apply  a  seoond 
lyg^l^US  about  an  inch  from  the  skin.  In  a  very  short  time  a 
thicl^  eord  will  q|>,y|ink  so  much  that  the  ligature  will  become 
omte  loose,  and  bleeding  of  a  very  serious  n&turd  tSUy  ooour. 
The  cord  is  usually  dressed  with  a  clean  linen  rag,  bat  it  would 
he  much  sAfer  to  put  a  dry  antiseptic  dressing  od  it,  after 
dusting  it  well  with  boracio  acid.  In  hot  climates  this  should 
always  be  done  as  a  preventative  of  tetanus  neonalonim. 
When  the  child  is  dressed  it  may  be  giveti  a  Uttlu  JbU^iyuand 
water,  but  it  should  not  be  at  ODoedosed  with  castor  oil.  It 
may  be  put  to  the  breast  in  a  few  hoars.  On  your  first  visit 
always  ask  if  it  ha.s  passed  water  and  had  its  bowels  moved. 
If  the  boweU  have  not  moved,  examine  the  anus  to  see  if  tlie 
rectum  is  occluded.  The  first  milk  or  colostrum  from  the 
mother  will  usually  move  the  bowels,  but,  if  it  does  not  and  the 
rectum  is  patent,  half  a  teospootiful  of  castor  oil  may  be  given. 
If  there  is  any  difliculty  with  the  urine,  examine  the  foreskin 
in  boys»  as  it  someUmes  requires  to  be  dilated  or  incised.  The 
administration  of  hot  water  or  ton  drops  sp.  eeth.  rtitrosi  may 
be  required  to  assist  the  Judneys.  '^ 

The  stump  of  the  cord  should  drop  off  in  from  three  to  seven 
days,  and  you  should  then  examine  the  umbiUous  to  see  if  it 
is  all  right. 

The  proper  feeding  of  the  child  will  be  dealt  with  in  a  sub- 
sequent chapter. 


CHAPTER  XIV. 


THE  H/EMORBHAGES  OF  THE  EABLY  MONTHS  OF 
PKEONANCV. 

emtnution— Purpura  Hriaoniuigic*— Scarry — Hwiuophilia — Heemor- 
rbage  from  a  DisiMuwd  Cervix — HietnorrhKgti  from  WountU  of  tb« 
Bxlemftl  CVenitftlH — Ectopic  Pr«gii&t)cy. 

As  a  rale,  when  u  woman  beoomeH  pregnant  her  monihly  men- 
etni&l  discharge  oeaaes  completely,  and  Khi>  should  Iw  free  from 
any  loss  of  blood  from  the  uterus  until  labour  occurs.  In  a  few 
oases,  however,  lueDStniatioa  is  continned  for  the  Brst  two  or 
three  months.  During  this  time  the  ovum  does  not  entirely 
fill  the  uterine  cavity,  and  until  it  does,  there  is  a  free  space 
hetween  the  deciduo;  reflexa  and  vera  from  which  the  discharge 
may  come.  In  other  cases,  again,  menstruation  has  been  noted 
as  oontinuou8  throughout  the  whole  pregnancy,  and  a  Tory  few 
rare  cases  have  been  recoiiled,  where  women  have  menstruated 
only  during  pregnancy.  An  explanation  of  this  phenomenon 
of  menstruation  during  pregnancy  is  found,  in  some  of  the  cases 
at  least,  in  the  fact  that  there  is  a  doable  uterus.  In  the  early 
stages  of  development  the  uterus  is  a  double  organ,  and  in  rare 
cases  fusion  does  not  laku  place,  so  that  a  atoms  didclphya 
))orsist8,  or  the  two  halves  may  fuse,  bot  the  septum  Iwtween 
them  remains,  gi^nng  a  uterus  bioomis  duplex.  The  vagina 
may  or  may  not  be  double.  E^h  half  h^  its  own  ovary  and 
Fallopian  tube,  and  an  ovom  may  develop  in  one  or  both  of  the 
halves.  If  one  aide  only  becomes  impregnated,  the  woman  may 
continue  to  menstruate  from  the  other  side,  but  this  does  not 
neoessarily  follow,  as  is  shown  in  the  case  of  Mr^.  V7  .^^oj^^Sfo. 
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If  the  sdcoud  should  happen  to  beconio  impregaated  sevfl 
months  after  the  tirst,  there  would  be  a  complete  ueaaation  of 
menstruatiou,  and  you  would  have  a  very  ioteresting  condition 
at  labour,  of  the  birth  of  either  a  mature  and  a  ])rntnabure 
child  at  oa«  lime,  or  of  two  mature  cluldren  within  a  few 
months  of  each  other.  This  is  an  explanation  of  what  \» 
usually  described  ive,  the  condition  of  nuperf oetalion . 

Treatment. — Menstruation  during  pregnancy  does  not  call 
for  any  speoial  treatment,  hut  the  woman  should  rest  at  the 
times,  as  there  in  likely  to  lie  a  tendency  to  an  abortion  or 
premature  labour. 

In  rare  cartes  slight  irregular  hiemorrhages  may  occur  with- 
out any  apparent  cause,  and  they  may  continue  throughout 
the  whole  pmgnancy.  Thn  following  is  a  case.  Mrs.  S. 
during  her  tinit  pregnancy  l)egan  to  have  a  slight  discharge  of 
hlood  aliont  the  fourth  month,  and  this  continued  until  prema- 
ture labour  came  on  at  the  seventh  month.  There  was  no 
extra  bloediog  at  the  conAneinent,  so  it  wa«  not  a  case  of 
placenta  pru*via.  The  child  survived.  During  her  second 
pregnancy  she  was  under  my  care.  About  the  fourth  month 
(he  discharge  commenced  again,  and  it  continued  throu>^bout 
the  whole  pregnancy.  It  was  very  slight,  but  it  was  nearly 
always  present.  Careful  examination  threw  uo  light  on  the 
subject.  Various  drugs  were  given  in  addition  to  a  cimtinuous 
course  of  chlorate  of  potash,  but  nothing  checked  tl.  Uhc  wont 
tu  full  time,  and  was  delivered  of  a  fine  healthy  child.  The 
placentA  was  normally  situated,  but  It  showed  extreme  fatty 
and  calcareous  degeneration.  This  was  not  a  case  of  menstru- 
ation, neither  was  there  a  double  uterus.  The  patient  is 
healthy  and  her  ordinary  menstrual  periods  are  normal.  The 
deoidua  was  undonbte*Uy  in  an  unhealthy  condition,  and  the 
bleeding  probably  came  from  the  purl  of  it  in  the  lower  utuiiue 
segment.  The  chlorati*  of  potash  prolmbly  can-iod  her  on  to 
fuU  time. 
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H^MOUKHAORH    PItOM    BlOOD    DISEABB8. 

Purpura  Hemorrhagica  is  an  excoediiiKly  rare  complica- 
tion of  prc'i^naiicy,  bm  when  it  does  occur  it  ia  apt  to  interrupt 
the  pregaanoy.  It  niayooour  any  time  during  the  pregnancy. 
A  general  hiBiirjrrhagiu  niah  appears  all  over  the  patient,  and 
there  U  often  hleedinK  from  the  kidneys,  iKiwels  and  fitotnaoh. 
The  gums  will  als*^  bleetl  profusely.  The  uterus  is  almost  sure 
to  expel  it«  contents,  and  proFutie  hemorrhage  often  occurs. 
The  patient  raay  die  from  hoernorrhage  at  the  time  of  labour 
or  abortion,  or  subsequently  from  exhaustion  or  sepsis.  In 
some  cases  the  disease  may  only  manifest  itself  during  the 
puerperium,  Fn  all  cosch  the  prfufntvih  is  exceedingly  grave. 
For  a  fuller  discua^ion  of  thin  coudicion  see  chapter  v. 

Scurvy. — This  disease  is  oooasionatly  found  ia  pregnancy 
in  large  cities  during  limes  of  distress.  It  arises  from  improper 
feuding,  especially  frotn  the  want  of  fresh  meat  and  vegetables. 
A  diet  of  tea  and  bread,  with  iiu  occasioual  salt  6sh,  is  sure  to  be 
followed  by  scun-y  sooner  or  later.  It  thus  diffei-s  from  purpura 
hu^morrhagica.us  diet  has  nolhing  to  do  with  causing  the  latter. 

The  disease  will  probably  tii-flt  manifest  itself  in  the  gums, 
which  will  become  very  spongy  and  bleed  easily.  Uiemorrhages 
will  ap))car  in  difTeront  parts  of  the  body.  There  may  l)e  a  rash, 
but  the  hipmorrhages  will  usually  be  uiucb  larger,  forming  npots 
of  ecchyniMis.  The  disease  dilTers  in  no  way  from  an  ordinary 
case  of  scurvy.  In  mild  oases  pretjuancy  may  not  be  interfered 
with,  but,  if  the  disease  is  severe,  abortion  or  premature  labour 
may  occur.     The  child  may  show  evidence  of  the  disease. 

Thit  projnosi\  is  favourable  in  mild  cases  for  both  mother 
and  child,  but  in  severe  cases  it  is  unfavourable  for  both. 

Thf.  trtxattn-inf  is  the  same  as  in  ordinary  scurvy,  riz.,  a 
hboral  fresh  diet,  with  plenty  of  vegetables.  Lime  juice  may 
be  given,  and  iron  and  arsenic.  The  mouth  should  ht*  kept 
clean  with  an  antiseptic  wash. 
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Haemophilia. — ^This  is  lortuaately  an  exoeodingty  rare  com- 
plication of  pregnancy,  if  it  should  ooour  the  patient  would,  oa 
at  other  times,  he  liable  to  hsetnorrhagcs  in  various  parts  of  the 
body  from  slight  injurie*.  She  would  likely  be  more  liable  to 
abort  tliati  au  ordtuary  piitieut.  uud  there  would  he  great  diffi- 
culty in  controlling;  the  hteiuorrhage.  then  and  after  laboui*. 

The  jtroifmtsis  of  lalxjur  or  abortion  in  such  a  oase  would  be 
Urave. 

Treatmetif. — I  would  suggest  the  admlnigtration  of  supra- 
renal extract  for  a  few  dait's  liefore  labour,  or  on  the  onset  of 
abortion.  To  control  post-purtum  bleeding  the  utenis  and 
vagina  should  be  very  firmly  plugged,  preferably  with  strips 
of  fsauze,  steeped  in  a  solution  of  suprarenal  extract,  If  the 
ordinary  gland  substance  were  used,  30  gr.  of  the  powder  should 
tirst  be  boiled  for  three  minutes  in  a  pint  of  water,  so  as  to 
sterilise  it.  An  intra-uterine  douche  of  a  couple  of  pints  of 
this  solution  might  tirst  be  given.  The  ptu^  could  be  left  in 
for  twenty-four  hours,  and  if  there  was  any  bleeding  on  its 
removal  another  should  be  inserted.' 

HojmophiUa  is  sometimes  seen  in  the  new-boiii  infant,  I 
reported  a  case  of  this  in  the  British  Medical  Journal  some 
years  ago.  The  child  died  when  about  a  fortnight  old  after 
repeated  hsmorrhages  into  almost  all  parts  of  its  body,  including 
the  joints. 

Hatmorrhages  may  ctcour  from  various  parte  of  the  body,  and 
also  from  the  uterus,  in  severe  constitutional  diseases,  suah  as 
bseniorrhagic  smalbpox,  typhus  and  scarlet -fever.  The  preg- 
nancy will  be  ahnost  sore  to  be  interrupted. 

The  protfnosie  in  sooh  cases  is  exceedingly  grave. 

The  trgalment  consists  in  the  ordinary  treatment  of  such 
diseases.  Special  attention  must  be  paid  to  tlie  prevention  of 
posVpartum  bfemorrhage,     In  measles  there  is  said  to  be  a 

*  The  ftppticMion  of  snperbeatcd  steam  (&tmocau«<i>  to  the  interior  of 
<A«  atenti  ba-*  beoa  strongly  advocat«d  by  Piuctia. 
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speotal  (ehdeney  to  post-partom  hflBmorrhage,  bat  this  has  not 
hoen  my  exporienoe. 

Haemorrhage  from  a  Diseased  Cervix, — In  cancer  of  the 
cervix  htemonhage  may  occur  at  any  time  during  pregnancy. 
CJoitus  or  the  examiuing  ticger  may  cause  it.  There  will  prob* 
ahly  be  a  foul  discharge  as  well. 

Diagnosu. — Per  va/finam  the  cervix  will  be  found  to  be 
uloerated,  and  probably  breaking  down.  It  will  bleed  tia»ily 
on  touch.  Care  muHt  be  taicen  not  to  mistake  it  for  a  case  of 
placenta  prvevia. 

The  pro(ino»ia  is  exceedingly  grave  as  regards  the  mother. 

Treatment. — In  (he  early  months  the  best  treatment  is  oom- 
plete  extirpation  of  the  uterus.  If  the  case  has  gone  on  to  full 
time»  it  may  be  possible  to  deliver  a  live  child  by  the  natural 
passages,  but  in  many  oases  this  will  be  impossible.  In  the 
interest  of  the  child  a  Cffisarian  section  should  be  done,  and  a 
complete  extirpation  of  the  uterus.  The  womiin's  chances  will 
be  small,  but,  as  otherwise  her  fate  is  sealed,  you  will  be  justified 
in.  taking  great  risks. 

Haemorrhage  from  Wounds  of  the  External  Genitals. — 
During  pregnancy  the  external  genitals  lieoome  ver>-  va^soular. 
The  vagina  takes  on  a  dusky  hue.  and  the  veins  al>out  the  vulva 
are  frequently  very  varicose.  An  injury  to  the  vulva  or  vagina 
may  cauw  very  violent  luemonhage.  If  the  surface  is  nob 
broken,  a  heematoma  will  form,  and  it  may  reach  a  targe  size. 
If  there  is  a  wound  it  may  be  only  a  ver)'  »mall  one,  and  yet 
the  hemorrhage  may  be  most  alarming. 

A  description  of  two  Buch  coses  will  suDice.  In  the  tirst 
case  the  woman,  a  moltipara,  wan  about  seven  months  png- 
nant.  While  intoxicated  ahe  had  fallen  against  the  sharp  edge 
of  a  tub  into  which  she  was  miotiirating.  She  nearly  bled  to 
death  from  a  small  punctured  wound  in  the  vestibule,  near  the 
meatus  urtnariuH.  The  wound  was  exactly  like  a  leech  bite,  t 
had  uoimiderublu  dilVicully  in  securing  the  WeeAATi^ ■^viA  ^>!i&  *. 
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ligature.  The  second  case  was  also  in  a  multipara  about  seven 
monthB  piijgnant.  Id  getting  out  of  bod  hurriedly  she  hod 
fallen  astride  of  the  bock  r>f  a  chair.  The  wouuci  was  a  much 
larger  one  than  in  the  other  case,  involving  the  meatun  urinurius 
and  extending  up  into  the  vestibule.  It  was  stilched  wit)i  cat- 
j^t  before  she  was  brought  to  us,  and  as  it  was  still  oozing  we 
plugged  the  vagiua  aud  vulva,  and  put  on  pressure  by  means  of 
a  large  vulvar  pad  secured  with  a  T  l>andage.  Both  cases  did 
well  and  went  to  fuU  time. 

The  proiffumn  is  good,  if  the  patient  is  seen  in  time,  but  she 
might  easily  bleed  to  death,  if  uot  attended  to. 

TreatiHAut. — Secure  the  point  hy  means  of  ligatures  or 
atitchefl.  You  will  6ud  some  difliculty  in  doing  this,  as  there 
is  so  little  tissue  t>etween  the  symphysis  and  the  mucous  mem- 
bi-aiic.  If  the  meatus  is  involved  you  may  have  to  tie  a  catlialer 
in.     Id  stitching  be  careful  not  to  include  the  urethra. 

In  a  case  of  hoimatoma  apply  cold  compresses  and  use 
abiiorbeuts.  If  it  is  iu  the  early  months,  it  will  probably 
abeorb  before  labour.  On  the  slightest  indication  of  sup- 
puration, incise,  turn  the  clot  out,  ami,  after  washing  out  the 
cavity,  plug  it  thoroughly  with  iodoform  gauze. 

Injury  t«  the  vagina  may  be  caused  by  violent  coitus,  or  hy 
something  being  pushed  into  it,  e.g.,  to  induoe  abortion. 

Treatment. — Secure  the  wound  by  stitches,  if  possible,  or  use 
a  firm  plug.  We  have  found  supmnmal  extract  verj'  useful 
when  there  was  much  oozing  of  blood. 
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The  subject  of  ectopic  pregnancy  is  such  a  wide  one  that 
I  shall  not  attempt  to  discuits  it  fully,  but  shall  content  myself 
wiUi  a  short  sketch  of  it  irom  a  clinical  standpoint.  As  haemor- 
rhage is  a  very  constant  feature  of  this  condition,  it  wiU  be 
co/ivenient  to  couMider  it  m  this  section. 
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Under  the  term  ectopic  are  included  all  the  forma  of  preg- 
nancy which  occur  outside  ihe  uterine  cavity.  At  one  time  ifi 
was  maiutaiiied  that  in  all  cases  the  primary  starting-point  was 
flome  part  of  the  tube,  but  luoontly  it  has  been  ahow-n  that  then- 
is  A  primary  ovarian  form,  i.e.,  that  the  ovnm  becomes  impreg- 
nated in  the  ovary  and  attaches  itself  there  from  the  very  first. 
A  primary  alxlomioal  form  has  not  yet  Iwen  clearly  demonstrated. 

When  the  oTum  develops  in  that  portion  of  the  tube  which 
penetrates  the  uterine  wall,  it  is  called  an  iitteritUuil  pre<fiumvt/. 
Ab  it  growB.  it  may  push  itH  way  into  the  uterine  cavity  and  give 
rise  to  a  tubo-nterim  preijnancy.  which  may  go  to  full  time  and 
terminate  by  delivery  through  the  normal  passages.     The  true 
(nbttl  rnrifties  are  namod  according  to  the  position  of  attachment. 
itt/niulibtilar  or  nmptiUary.     The  abdominal  usliuiii  of  the  tulie 
is  generally  closed  by  adhesions  before  the  eighth  week,  but  in 
some  cases  the  ovum  grows  out  through  it  into  the  alxlominal 
cavity,  aod  gives  rise  to  a  tultit-ubdomiuai  pre^jnancy.    The  same 
condition  may  arise  by  the  ovum  forcing  its  way  through  the 
wall  of  the  tube,  or  through  the  broad  Ugament  secondarily  to  a 
primary  rupture  l»etwecn  its  folds.     If  the  ovum  is  extruded 
oumpietely  through  the  abdominal  ostium  and  loses  its  aitAoh* 
ments.  so  that  furllier  development  ceaseB,  a  tnhal  altnrtifm  has 
occurred.     When  tl\e  timbrim  become  attached  to  the  ovary 
and  form  a  tubo-ovarlan  cyst,  the  gestation  sac  will  grow  into 
this  and  form  a  tttho-ovarhn  pretjuatxcy.     This  form  has  ire- 
c|uently  been  mistaken  for  a  true  ovarian  one.     Sub-pfntoneo- 
pelvic  or  mtra-li'/ajnentons  really  be^jjin  as  tulxU,   but  eitlier 
rapture  through  the  lower  part  of  the  tube,  or  so  stretch  it  as 
to  extend  between  the  folds  of  the  broad  Ugauient.     If  develop- 
ment continues,  the  peritoneum  is  gradually  lifted  up.     If  a 
secondary  rupture  occurs  into  the  peritoneal  cavity  and  develop- 
ment continues,  you  get  a  t abo-ahdominal  variety,     In  all  cases 
where  development  continue!^  after  rupture,  the  placenta  must 
have  remained  fairly  iiitact. 
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Coarse  aad  Termination  of  an  Ectopic  Pregnancy. — 

Almost  every  variety  may  go  to  full  time,  but  in  raoflt  oftseg 
rupture  oooui-s  in  the  oarly  months.  In  a  few  cases  a  tubal 
fthortion  occurs,  by  the  ovum  being  extruded  from  the  fim- 
briated exlremit-y  of  the  tube  into  the  peritoneal  cavity.  Wheu 
the  impregnated  ovum  comes  to  rest  in  the  tube,  it  booomes 
attached  to  a  thickened  portion  of  the  mucous  membrane  which 
forma  a  decidua  serotina.  The  other  decidual  form,  but  not  so 
oompletely  as  in  a  uterine  pregnancy.  The  calibre  of  the  tube 
Lb  not  very  great,  and  in  a  short  time  the  growing  ovum  will 
have  distended  it  very  much.  The  wall  is  very  likely  to  give 
way^  especially  if  any  sudden  strain  be  put  upon  it.  \  rough 
examination  may  very  easily  cause  a  niptaro.  There  is  a  great 
tendoDoy  to  husmorrhoges  into  the  interviUous  spaces,  and  this 
may  cause  rupture,  or  so  affect  the  embryo  as  to  destroy  it. 
Rupture  is  liable  to  occur  at  the  placental  site,  as  the  tube  is 
thin  there.  If  the  tear  is  into  the  peritoneal  cavity,  ihe  bleeding 
may  be  so  profuse  as  to  cause  the  patient's  death  in  a  very  short 
time.  If  the  pelvis  becomes  roofed  over  by  adhesions,  the 
bleeding  may  be  checked  by  the  pressure  of  the  oncapsuled 
blood,  preventing;  fatal  loss.  A  secondary  rupture  may  occur 
and  prove  fatal.  In  many  cases,  the  tube  ruptures  at  its  lower 
part,  and  the  bleeding  ooours  between  the  folds  of  the  broad 
ligament.  The  pressure  may  prevent  a  very  large  quantity 
from  being  poured  out.  A  secondary  rupture  may  occur  here 
into  the  peritoneal  cavity  and  cause  death.  If  the  embryo 
has  not  been  destroyed,  nor  the  placenta  interfered  with,  the 
ovum  will  go  on  developing  l>etweQu  the  Layers  of  the  broad 
liganteat.  The  peritoneum  will  be  gradually  stripped  up.  The 
ovum  is  really  growing  behind  the  peritoneum,  or  tn  other 
words  it  is  subperitoneal.  If  a  secondary  rupture  does  not 
occur,  it  may  go  on  developing  to  full  time.  If  the  foitus  is  not 
then  removed  by  operation,  it  will  soon  die  and  shrivel  up.  It 
may  be  retained  for  many  years  without  ginng  rise  to  much 
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discomfort,  but  it  is  liable  to  oontamination  from  the  bowel  whioh 
lids  so  near  it.  It  will  then  probably  begin  to  discharge  piece- 
meal through  the  rectam  or  elsewhere.  When  the  embryo  is 
destroyed  in  tho  early  months  it  will  very  8(X>n  be  absorbed, 
and  many  paliente  recover  in  this  way  by  absorption  of  tho 
oTura  and  olots.  In  some  cases  it  may  abort  into  the  peri- 
toneal cavity  through  the  ostium  of  the  tube  without  rupture 
occurring. 

The  plaiMntu  is  said  to  grow  after  the  death  of  tho  fuelus, 
bat  this  is  really  not  the  oase.  It  increases  in  si^o  from  ex- 
travasation of  blood  into  its  tissues.  This  extravasat«d  blood 
becomes  organised,  and  the  placenta  hecomos  changed  into  a 
moss  of  connective  tissue.  There  is  an  increase  in  size,  but  it 
is  not  a  true  growth. 

Twin  embryos  ore  ocoasionally  found,  and  at  times  both 
tubes  are  affected,  and  occasionally  a  tubal  pregnancy  oo-exista 
with  an  ordinary  uterine  one.  The  corpus  luteum  has  been 
obeerved  to  be  in  the  ovary  of  the  other  aide  from  that  in 
which  the  pregnancy  is,  so  that  there  must  hare  been  a  migra- 
tion of  the  ovum. 

Changes  in  the  Uterus.  ^Tho  uterus  enlarges  to  about  the 
size  of  H  third  or  fourth  mouth's  pregnancy,  but  does  not  in- 
crease beyond  that,  even  if  the  foetus  develops  to  full  time.  A 
deoictuH  forms  in  the  uterus,  and  it  is  generally  catit  otf  about 
the  time  of  rupture  of  the  tube.  The  cervix  is  softened,  just  rh 
in  an  ordinary  pregnancy.  When  the  ovum  dies,  the  uterus 
jTradiially  involutes  and  returns  to  normal  size. 

Sujn^  and  Symptom*. — In  the  early  period  you  get  the  usual 
aigna  of  pregnancy.  Morning  sickness  is  generally  present, 
and  the  breasts  may  exhibit  changes.  As  regards  menstruation 
it  may  he  delayed  or  missed  for  a  time,  but  irregular  bicmor- 
rhoges  a.sunlly  occur  after  a  few  weeks.  Shreds  of  the  decidual 
membrane  may  be  found  in  the  discharge,  or  even  a  complete 
uterine  ca-stv     This  is  a  most  valuaWe  xuAXca-HAO^,  «s.\iRBftsSi\^ '"^^ 
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n  rnioroscopio  exHmination  of  it  be  maUe.  Decidual  cells  aud 
no  oborioaic  villi  will  be  found  iu  it,  (husdisttaguishing  it  from 
an  early  ordirtary  abortion.  The  patient  may  suffer  from 
ci*ampy  paina.  If  an  examination  is  mtule,  the  utenifl  will  be 
found  cnlAT^ed  and  the  cervix  Hoftened.  A  careful  bimanual 
examination  will  reveal  a  swelling  at  one  or  other  Hide, 
apparently  in  the  tube,  and,  unless  it  he  an  ovarian  pregnancy, 
separate  from  the  ovai*y.  It  is  not  often  the  condition  is  re- 
oogaisod  before  rupture.  One  soldora  has  an  opportunity  of 
examining  a  (wtient  beforehand,  unless  the  irreguhir  hiemor- 
rhages  cause  her  to  seek  advioe.  In  some  cases  the  |)atient  has 
no  idea  that  she  is  pregnant,  and  if  she  is  unmarried  bhe  may 
oarefuUy  conceal  the  fact  that  tthe  might  he  in  that  condition. 
Prior  to  rupture,  the  iudications  are  very  obscure. 

Symptoms  of  Hupture. — Rupture  occurs  usually  before  the 
twelfth  week.  Without  any  warning  the  patient  may  lje  seized 
with  agonising  pain  in  the  ul)donien,  followed  by  sudden  col- 
lapse. There  is  a  bloody  tlow  from  the  uterus,  The  patient 
will  show  all  (he  indications  of  profound  shock  and  severe  in- 
ternal hicmorrhage.  The  small  amount  of  external  hiemon'bage 
can  not  iu  any  way  account  for  the  aniemia.  If  the  rupture 
he  only  partial,  the  symptoms  may  not  be  very  alarming,  but, 
on  the  other  iiand,  if  it  be  complete  and  the  haemorrhage  profuse, 
death  may  quickly  follow.  .\  secondary  nipturu  may  occur  a 
few  hours  or  days  later,  and,  if  tlie  patient  does  not  succumb  to 
this,  abdominal  tenderness  will  show  that  peritonitis  has  set 
in.  If  thu  rupture  has  ocaurred  into  the  broad  ligament  the 
h^morrliage  may  be  circum»cril)ed,  a  biematoina  being  formed, 
and  it  can  be  detected  by  bimanual  examination  ;  but  when  the 
blood  is  free  in  the  {leritoneal  cavity,  you  cannot  dete«l  it  until 
il  has  gravitated  into  Douglas's  pouch  and  become  so  far  con- 
solidated. 

With  the  subjieritoneal  variety,  if  the  vitality  of  the  fcctus 
not  interfered  with,  it  may  go  on  developing.     Secondary 
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rupture  may  occur  into  the  peritoneal  uavity  and  cause  the 
woman's  death.  In  most  cases  the  fobtus  does  nol  develop 
beyond  the  fourth  month,  but  it  occasionally  goes  on  to  full  time. 
When  n  tubal  abortion  occurs  the  symptouis  may  not  be 
very  severe,  and  the  condition  may  easily  be  mifitaken  for  some 
other  form  of  tubal  disease.  There  will  probably  he  repeated 
hicmorrbaKes,  and  a  hiematooBle  will  form  and  be  gradually 
absorbed,  or  it  may  suppurate. 

Antecedent  |>elvic  disease  will  generally  luive  been  present. 
The  oondition  is  much  more  common  with  multiparie  than  witli 
primiparffi,  and  it  not  unfrequently  follows  a  time  of  sterility. 
It  muy  reom*. 

DiatffUiiU. — 'Before  rupture  this  is  not  often  mode,  as  jiationtfi 
are  seldom  examined,  but  a  careful  bimanual  examination 
would  reveal  an  elastic  swelling  in  the  tulje  by  ilie  aide  of 
a  shgbtly  enlarged  and  somewhat  softened  uterus.  Distinct 
pulsation  might  be  detected  in  the  mass,  and,  if  the  ovary  as 
well  can  \ye  fell  separate  from  the  mass,  you  can  be  sure  of 
yuur  diiignoHis.  In  the  only  castt  which  I  have  seen  iKifore 
rupture,  the  mass  could  be  made  out  quite  distinct  from  the 
ovary.  In  examining  a  case  of  this  kind  it  must  he  done 
gently,  as  any  r<mgli  handling  may  easily  cause  a  rupture. 
At  the  time  of  rupture  into  the  peritoneal  oavity,  tba  severe 
loealiaed  pain  iiml  collapse  of  the  patient,  and  the  vaginal 
htbmorrhage,  will  point  to  what  has  occurred.  A  bimanual 
oxamination  will  reveal  a  mass  at  one  or  other  side  of  the 
uterus,  but  this  may  not  Iw  very  diutinct  at  first.  If  the 
haemorrhage  is  into  tlu*  broad  ligament,  the  mass  will  be  more 
easily  detected,  lu  all  cases  where  a  niembraaous  cast  comes 
away,  it  sliould  be  submitted  to  a  mioroKcopio  examination  for 
decidual  cells,  lu  doubtful  eases  a  scraping  may  he  taken 
from  the  interior  of  the  uterus  for  microfioopic  examination, 
but  this  must  be  done  witli  great  care. 

In  Uie  later  months  you  lutve  IUk  u^u&V  wy^'a*  «»S.  v.vo\'^^xl& 
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of  pregnancy.  The  foeta.1  parts  can  generally  be  felt  very  dis- 
tinotiy,  bui  with  a  very  thin  ubdominal  and  uterine  wall  they 
may  be  felt  in  a  normal  pregnancy  with  equal  ease.  The 
tumour  will  prohahly  not  he  in  the  middle  lin<?„  and  you  may 
be  able  to  make  nut  the  hcxly  of  ttie  uterus  diuliuct  from  it, 
but  one  must  he  careful  not  to  confound  n  double  uteniB  with 
the  condition,  ft  mu>^t  nlso  be  borne  m  mind,  that  a  normal 
pruguanoy  may  exist  with  an  ectopic  erne. 

At  full  time  labour  will  come  on,  and,  beyond  a  decidual 
uutjt,  nothing  will  be  expelled  from  the  ulerutt.  The  pains  will 
pass  off  and  the  fcctus  perish.  The  placental  oiroulatioa  will 
gradually  cease,  after  the  death  of  the  fcetus.  The  abdomen 
usually  decreases  in  size,  and  the  breasts  become  tlaocid.  The 
fcetutj  may  form  into  a  litliopiediou,  and  lie  quiescent  for  years, 
or  it  may  become  infected  from  the  Imwel,  and  septic  symptoms 
appear.  If  the  patient  does  not  die,  the  fcetus  may  be  dis- 
oharj^ed  piecemeal  through  the  abdominal  wall,  bladder,  vaj^na, 
or  rectum. 

Pnj'jnotis. — The  condition  is  a  very  serious  one,  but,  if  the 
patient  be  seen  in  time,  and  the  case  be  suitable  for  operation, 
prompt  action  will  probably  save  her. 

Treatment. — Before  rupture,  opei-ate  as  soon  as  possible,  for 
you  never  know  how  soon  rupture  may  occur.  The  operation 
may  be  done  through  the  va;<ina.  but  the  abdominal  route  is 
preferable.  The  tube  should  be  ligatured  and  removed  in  the 
usual  way.     Care  must  be  taken  not  to  rupture  it. 

.After  rupture,  if  htemorrha>;e  is  still  goin^^  ou,  operate  at 
once  lu  check  the  bleeding.  Open  the  abdomen,  and  at  once 
oliunp  the  bleeding  tul>e.  and  tie  and  remove  it.  Then  clean 
the  olot  out.  [f  there  i^  much  collapse,  a  quantity  n(  saHne 
sulutiun  may  be  lelt  in  the  peritoneal  cavity.  The  patieat 
should  be  freely  stimulated  and  givea  a  large  i^aline  infusion. 
If  the  huimorrhage  has  ceased,  but  the  patient  is  so  collapsed 
that  ihf  ■ihotik  ■>/  an  oi^erniion  would  kill  her,  she  should  be 
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freely  stimulated  and  have  a  large  saline  inhi!>ion,  to  rally  her 
before  operating. 

In  cases  first  seen  Rorae  time  after  rupture,  where  a  hfftma- 
iooele  has  formed,  tiiere  is  no  douht  that  iiijiiiy  may  recover 
without  operation;  but  the  oonvalesoence  will  usually  lje  tedious, 
anrJ  there  is  iilwayn  the  risk  of  suppuration  oocurrin»j.'  so  it  i« 
geuerally  profurable  to  operate.  In  these  cases  incision  through 
the  vagina  may  l>e  practised. 

Id  advanced  cases  the  great  ditticulty  lies  in  dealing  with 
the  placeDla,  when  the  child  is  alive.  If  the  placenta  is  so 
situated  that  it  can  be  [)eoled  oif  without  ri»k  of  the  patient 
bleeding  lo  death,  it  should  be  removed,  and  the  hienionrhage 
controlled  by  packing  the  sac  with  gauze,  hut  if  the  placenta 
is  in  such  a  position  that  it  caimot  be  removed,  the  cord  should 
be  ligatured  and  cut  off  close,  and  the  aac  packed  with  gauze. 
The  SBC  ia  then  Glitohed  to  the  edges  of  the  incision,  and  the 
end  of  the  gause  packing  left  protruding  at  the  tower  end  of 
the  wound.  After  some  days  the  masa  may  be  removed,  but 
there  is  considerable  risk  of  secondary  ha-moiThage,  and,  if 
septic  infection  occurs,  tlie  outlook  is  had.  The  packing  mu&t 
be  renewed  as  often  as  required. 

If  a  spurious  labour  has  occurre<l  and  the  f<Btus  ia  dead,  a 
few  weeks  cthould  be  allowed  to  elapse,  ro  that  the  circulation 
in  the  placenta  may  cease.  The  fcetus  and  placenta  should 
then  be  reinored,  and  the  sao  plugged  and  treated  in  the  usual 
way,  until  it  closes  from  the  bottom. 


CHAPTER  XV. 
THE  H.BSlORHHAIiES  OF  PREGNANCY  iCnntinwd). 

AlMitioD— Frequeney — ^Time  o(  Ocourrenoe  — Oaases — Conditioiu   in  the 

UteniH  in  the  Kfcrly  Monbhn  of  Pregnaucy — Varipli^s  of  Abortions — 
Signs  aud  Svtiiptoiiis — DiagiioaU — TrBaitineu I  -Curettiug — PrDcun'd 
AbortioD  --  Criminal  Abortion — Spurious  Abortion  —  Prophylactic 
Treatmeut  of  AbonionK — Vosifiiilor  Mole. 


About  I  ON. 

The  oonmioticst  ciiueo  of  hacinon-hagf  in  the  early  months  of 

pregaancr  i.s  an  aborcioD.     The  terms  al>ortion  and  miscarriage 

I  are  applied  to  the  expulsion  of  the  uterioe  contents  before  the 

foitun  has  reached  a  viable  a^e,  i.e..  before  the  seventh  mouth ; 

from  the  seventh  month  onwaixlH  it  is  known  as  a  prnmature 

rlabour.     Strictly  speaking,  it  is  an  al>ortion  until  the  plaoenta 

^h  fully  fornied,  i.e.,   until  the  end  of  the  third  month :  from 

.that  time  onwards  until  the  seventh  month  it  is  a  miscarriage. 

I^To  the  lay  mind  the  word  abortion  is  usually  associated  with 

[«riminal  pi-aoticea,  so  it  is  well  to  avoid  using  it  trO  patients. 

The  terms  in  common  use  are  misourhage  and  mishap. 

Patients  are  very  apt  to  treat  ahortions,  especially  those  of 
the  early  weeks  of  pregnancy,  as  things  of  very  slight  importance. 
Kay,  more,  many  women  have  not  the  sliglitest  hesitation  in 
deUberately  attempting  to  bring  on  an  abortion  in  the  early 
weeks,  by  over-exertion,  strong  purgation,  and  the  use  of  quack 
nostrums  which  are  openly  advertised  in  the  public  prints. 
Many  drugs  are  used  for  this  purpose,  e.g.^  ergot,  savine, 
pennyroyal,  eto.     There  is  one.  viz.,  lead,  which  seems  to  be 
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extensively  used  in  aome  parts  of  England,  buc  not,  bo  far  as 
I  ain  aware,  to  any  extent  in  Scotland.  Pills,  made  up  of 
oorauion  diachylon  plaster,  aro  the  form  in  which  the  lead  is 
taken.  The  renults  are  uftaally  unfortunate  to  ihe  woman 
aa  well  as  to  the  preKuanoy.  Not  only  will  she  abort,  but  lead  ■ 
poisoning  will  supervene  if  the  drujj;  ha?  been  taken  for  any 
lenfjtb  of  time,  and  if  she  escapes  with  hor  life  it  will  probably 
he  with  a  ruined  constitution.  In  dealing  with  cases  of  lead 
poisoning  ainon^  women  it  is  well  to  keep  this  source  of  the 
poison  in  mind.  OApeoially  if  there  in  any  question  of  an  abortion 
in  the  case.  Of  ourse  the  lea<l  may  have  been  quite  innocently 
conveyed  into  the  system,  but,  in  that  case,  one  ou^ht  to  be 
able  to  find  the  source  of  it. 

We  cannot  loo  strongly  impress  upon  our  patients  that  an 
abortion,  when  it  does  occur,  is  not  a  thing  to  be  uegl6ctti<l, 
and  that  th(;y  slioiild  never  iittoinpt  to  brine  '»i<^  on.  There 
are  of  course  cases  m  which  one  is  justified  m  eraptyinn  the 
uterus,  hut  of  these  I  shall  treat  later. 

The  irmuediate  dangers  from  an  abortion  are  coinparii lively 
stijfht,  but  the  remote  consequences  may  be  very  serious,  if  the 
cotitlition  is  not  pro)ierly  treat«d.  If  all  cases  were  properly 
treated,  gyuoicological  work  would  l)e  materially  leasenetl.  In  a 
Tftry  lartj;e  percentage  of  oases  of  pelvin  disease,  the  patients 
themselves  will  tell  you  that  the  trouble  lie^n  after  an 
abortion. 

Frequency   of   Occurrence. — Thirty-seven    per   uent.   of 
childlxMhrin^  wotnon  art  said  to  abort  at  least  ouce  before  the 
age  of  thirty<oae,  and  from  that  time  onwards,  a)x>rtion8  are  H 
much  more  common.     Some  authorities  ossert  that  one-fifth  of      < 
nil  pi-egnancies  are  interrupted  before  full  time,     i'rimiparte  are 
not  so  liable  to  their  occurrence  as  midtiporse.     Very  few  ohild*  fl 
bearing  women  escape  without  having  at  least  one  abortion, 

Time  of  Occurrence. — It  usually  corresponds  with  the 
time  a  inenstrunl  period  would  have  occurred  liad  tKft  ^CTssaxv 
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not  been  pregnAnt,  When  pregnaacy  does  oot  exist,  we 
know  how  the  uterus  becomes  hyperscmio  at  each  menstrual 
period,  and  this  tendency  continaes  during  pregnancy,  so  one 
can  easily  understand  why  an  abortion  is  apt  to  occur  at 
these  times,  especially  during  the  early  months,  before  the 
placenta  has  boon  (uUy  formed  and  the  deoiduoi  become 
atrophied.  The  third  month  is  probably  the  one  at  which 
most  occmr. 

We  do  not  know  wliere  the  spermatozoa  fertilise  the  ova,  nor 
how  long  a  time  may  elapse  from  inseminatlua  until  this 
ooours.     The  frequency  of  tubal  pregnancies,  of  course,  proves 

I  Ihal,  in  a  fair  number  of  cases,  the  meeting  point  is  probably 
the  tube,  but  from  this  it  does  not  follow  that  the  tube  is  the 
usual  place.  Neither  does  the  fact  of  an  ovarian  pregnancy 
prore  that  the  spermatozoa  always  impregnate  the  ova  liefore 
they  are  shed  from  the  ovary.  How  long  the  spermatozoa  re- 
tain their  activity  is  not  known,  but  in  animals,  at  all  events, 
they  have  been  found  quite  active  after  several  days.  It  Is  prob- 
able that  some  hours  may  elapse  before  the  junction  between  the 
two  occurs.  If  insemiuaticn  has  taken  place  immediately  before 
menstruation  is  due,  bhere  may  not  be  time  for  the  changes  to 

I  take  plac«  to  stop  the  period,  and  prepare  the  uterine  mucosa 
for  reception  of  the  ovum,  and  the  fertlhsed  ovum  may  very 
easily  be  swept  out  with  the  menstrual  Sux.  The  term  men- 
strual  abortion  has  been  applied  to  this.  That  it  does  not 
always  occur  is  of  course  proved  by  the  fact,  that,  in  a  number 
of  cases,  menstruation  goes  on  for  a  time  or  two  after  iinprog- 

r  nation.     In  these  cases  impregnation  may  have  occurred  some 

[time  before  the  period  was  due,  and  the  ovum  may  have  been 
so  (irmly  attached  that  it  was  not  dislodged.  From  a  practical 
point  of  view  the  condition  is  of  very  little  Importance,  as  the 
woman  is  not  likely  to  suffer  any  inconvenience  from  it. 

Causes. — These  may  be  taken  up  under  four  headinffs.  n'r,, 
Foetal,  Maternal,  Paternal  and  Accidental. 


I.  Fcttai.—(1)  Diseasee  of  the  chorion,  aumion,  pUc«Dta 
or  cord ;  {2)  soddea  loss  of  liquor  litunii,  whioh  may  be  caused 
by  an  accident,  or  intentionally  by  the  passage  of  au  instru- 

Einenii;  0)  anything  whiuh  causeu  Uie  death  of  the  o\iim .  U) 
impluutatiuu  of  the  pt&oeota  in  the  lower  uterine  Beguient. 
The&e  oase»  give  rise  to  unavoidable  Uiemorrhage  if  they  go 
to  the  sixth  month  or  later. 

II.  Maternal. — (IJ  Syphilis.  This  is  the  oommoneBt  cause 
of  all  among  a  certain  class.  It  is  apt  to  cause  repeated 
abortions.  {2)  iJiseases  of  the  uterus,  especially  endometritis 
which  atTeotB  the  deciduie ;  (3)  displacement  of  the  uterus  ; 
(4)  tumours  of  the  titerus  or  other  pelvic  organs  ;  (5)  serious 
oouatitutional  disease  of  any  uf  the  systems  of  the  body ;  (6) 
febrile  conditions  from  any  of  the  specific  fevers ;  (7)  poisons, 
such  as  phoephorus,  arsenic  or  lead.  Some  women  ore  said 
to  contnict  the  habit  of  aborting,  but  a  more  feasible  explaua- 
tiou  of  such  cases  is  that  tliere  is  chronic  disease  uf  the  uterus, 
probably  endometritis.  I  have  seen  a  case  where  eighteen 
abortions  had  occurred  oonBeoatively. 

ill.  PaUnuil. — (,X)  The  commonest  cause  ou  the  part  of  the 
father  is  undoubtedly  syphilis,  and  as  the  ovmn  is  syphilitic, 
it  becomes  a  fcctal  cause.  The  mother  may  become  affected, 
so  the  disease  uiay  act  ou  the  uterus  as  well  as  on  the  ovum ; 
(2)  extreme  youth  or  age  of  the  father  is  also  a  cause. 

IV.  Accidental. — (1)  Physical.  Direct  violence  from  a 
blow,  fall  or  injury  of  any  kind.  Iti  some  cases  a  very  slight 
accident  may  cause  it,  while  in  others  the  woman  may  be 
very  severely  injured,  e.g.,  by  kicks  on  the  abdomen,  or  severe 
crushing,  and  yet  the  pregnancy  not  be  interfered  with.  lu- 
direol  violence  from  overexertion,  e.'j.,  fi-om  nding  on  hor 
bftok,  on  a  cycle,  m  a  cab  or  railway  train,  dancing,  playio 
tennifi,  etc.,  and  among  the  working-clasaea  from  overwork, 
such  a^  lifting  heavy  weights,  or  overstretching  in  hanging 
up  clothes,  etc.     A  very  severe  til  of  coughing,  %tt*i*iiAv\v  ^ 
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TomitiQi;  may  also  cause  it.  Excesses  in  eating,  drinking, 
or  coitus  are  also  given  as  causes.  (*2i  Mental.  Any  menul 
shock,  such  as  the  sight  of  an  accident,  sudden  had  news,  etc., 
or  violent  indulgence  of  the  pasBiona,  may  iwt  im  an  indirect 
cause  through  the  nervous  system.  The  shock  of  a  somouh 
operation  may  cause  it.  Of  late  years  abdominal  operations 
during  pregnancy  have  bflcome  fairly  common.  In  some, 
abortion  have  occurred,  but  in  many  cases  the  pregiiancy 
has  gone  on  to  fuU  time. 

Conditions  in  the  Uterus  in  the  Early  Months  of  Preg- 
nancy.— Beforf  oounideriug  ttie  symptoms,  etc.,  tet  us  look  at 
the  conditions  we  have  in  the  uterus,  in  the  early  months.  At 
conception  the  uterine  mucous  membniiie  Ijecomes  thickened, 
forming  the  decidua  vera ;  at  the  point  where  the  ovum  be- 
comes implanted  this  chickening  is  specially  marked,  fonuiDg 
the  deoidua  serotina  where  the  plaoeuta  is  to  form ;  an<l. 
growing  up  round  the  ovum,  we  have  the  decidtia  reflexa.  As 
the  ovum  gi'ows,  the  decidua  reflexa  gets  pushed  out  against 
the  decidua  vera,  and  they  blend  and  liecome  thinned  out,  so 
that  lit  the  end  of  pregnancy  they  form  a  ven,'  thm  layer  over 
the  chorion.  To  completely  empty  the  uterus,  nil  within  the 
spongy  layer  of  the  decidum  vera  and  serotina  muBt  come 
away.  Before  the  placenta  Is  formed,  the  deciduie  vera,  reflexa 
and  serotina,  with  the  enclosed  ovniii  In  its  membranes,  must 
come  away.  It  is  important  to  remomt>er  thit^,  ()eoau8e  you 
will  occasionally  find  the  o^-um  expelled  and  nothing  ebe,  or 
the  ovum  and  deoidua  reflexa,  leaving  the  deciduu-  veni  and 
serotina  behind.  A  rouont  case  of  mine  illustrated  this 
l»eautifulty.  The  jiatienl  assured  me  that  everything  hud  come 
away.  Fortunately  everj'thing  had  been  kppt  and  1  found 
a  uoniplebe  ovum  about  two  months  old.  The  sac  was  intact 
and  covered  all  over  with  viUi.  The  entire  decidual  lining 
was  still  within  the  uienis.  If  J  had  not  seen  the  ovum  I 
might  easily'  have  been  misled,  because  a  vaginal  examination 
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revealed' nothing,  06  the  o8  was  closed  and  nothing  could  he 
felt  except  thiit  the  uterus  wag  Urge.  I  at  nnco  gavo  chloro- 
form and  cleared  the  decidna?  out.  Nature  might  possibly 
h&ve  oxpelled  this  wJtliout  any  bad  effects,  hut.  on  the  other 
hand,  the  result  might  have  been  very  serious.  An  examina- 
tion of  an  early  complete  abortion  will  at  once  convince  you, 
that  the  ovum  itself  is  only  a  small  part  of  what  has  to  be 
removed,  in  order  to  thoroughh'  clear  i>ut  the  uterus.  When 
the  placenta  is  fully  formed  the  deeiduir  are  thinned  out.  Then 
the  placenta  and  membi-sneH  are  the  most  important  part  of 
the  abortion.  An  abortion  is  not  the  expulsion  of  the  ovum 
in  the  early  montbfl.  but  (he  expulsion  of  the  uterine  oon- 
tentft.  This  must  be  clearly  l>nnio  in  mind,  otherwise  the 
most  important  jiarC  of  the  uterine  contents  may  lie  left 
behind. 

During  the  first  twu  months  especially,  thu  deoidute  are  very 
VH-scular.  and,  therefore,  liable  to  htpniorrhaf^.  The  hiemorrhage 
may  be  behind  or  into  tbe  decidual,  between  the  reflexu  and 
the  ovum,  or  into  the  ovum  itself.  When  Wood  is  once  poured 
out,  it  acts  aH  a  foreign  body  and  cauHes  uterine  con  tractions, 
which  will  cauHe  more  separation  and  more  bleeding.  After 
tbe  placenta  has  formed,  the  htemorrhage  will  arijfe  Frocn 
Bpamtion  of  some  part  of  it.  Ymi  cao  easily  understand  how 
Tany  disease  of  the  endometrium  will  predispose  to  an  alx>rtion. 
as  haemorrhage  is  more  apt  to  occur.  As  a  rule,  otmceptiou 
ioee  notooour  il  there  in  much  endometritis,  but  in  stii;ht  cases, 
And  those  which  are  partially  cured,  it  may.     Such  %  case  is 

□ost  stire  to  al>ort.  A  number  ha%'e  oume  under  my  observa- 
tion in  dispensary  work.  Coitus  should  lie  strictly  forbidden 
in  oues  of  endometritis  under  treatment,  but.  unfortunately, 
one's  instructions  are  not  always  carried  out. 

Varieties  of  Abortions. — Abortions  are  usually  divided 
into  two  maiadivisioos^thrcatened  and  inevitable.  The  latter 
may  again  be  subdivided  ini*»  complete,  incomifl«^  woA  TO«f«£v. 
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froouied  abortioa,  wliich  itt  usually  criuiinal,  tg  aDother  variety. 
We  shall  deal  with  it  separately. 

Signs  and  Symptoms.  —There  may  he  a  few  premonitory 
aymptomu.  such  as  a  feehug  oi  tuintuess  and  vomiting,  but 
these  are  of  little  consequence.  If  it  is  a  very  early  al>ortioQ, 
the  patient  may  think  it  is  merely  a  prolonged  and  profui^e 
menstrual  period  which  Iiae  been  deluyeil  for  a  few  days. 

Pain  LLiid  hct^morrhage  are  the  c»rdina]  indications.  The 
pain  may  be  felt  some  little  time  before  the  hemorrhage  l^e- 
comes  apparent,  but  the  hfleuiorrhat;*  may  appear  tirst.  The 
pain  is  fell  in  the  pelvis,  and  ie  ufiuatly  intermittent  in 
charaoter,  very  hke  early  labour  pains  or  the  pains  of  dys- 
meuorrhuju.  In  a  short  time  you  liave  the  hnMiiorrba^e  and 
pain  together.  The  haemorrhage  may  be  intermittent,  recur- 
ring at  intervals  of  several  hours,  or  even  days,  or  it  may 
become  continuous  like  a  tnenstrual  flow  There  may  \ye  clots 
expelled,  or  in  some  eases  only  a  Free  serous  flow  at  firet.  the 
clots  being  retained  in  utarti.  As  a  rule,  the  bleeding  is  not 
alarmingly  profutic,  but  it  may  continue  Cor  a  long  time  and 
weaken  tlie  patient  itiarkodly.  The  pain  in  some  oases  is  not 
very  severe,  while  in  others  the  woman  will  complain  that  it  is 
aij  bad  oe,  or  worse  than,  with  a  full-time  labour. 

As  soon  as  the  uterus  is  thorouglily  emptied,  the  pain  will 
cease  and  tlie  htemorrhage  also  ;  but  there  will  still  be  some 
lochial  diacharKe  as  after  a  full-time  Labour,  but  not  tis  profuse 
or  prolonged, 

Threatened  Abortion.  —The  pains  are  slight  and  irregular, 
with  a  considerable  time  between  them.  The  haemorrhage 
will  not  be  great,  and  on  examination  the  os  will  be  found 
dosed,  or  only  very  slightly  dilated.  As  a  rule,  the  bleeding 
does  not  continue  ver^-  long,  but  it  occabionally  does  so.  I 
have  recently  delivered  at  full  time  a  patient  who  had  a 
threatened  abortion  in  the  early  weeks  of  pregnancy.  In  spite 
of  complete  rest  in  bed,  and  appropriate  treatment,  the  bleed- 
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inj*  wunl  on  almost  continuously  for  nearly  two  montha. 
NotbinK  over  came  exc«pt  blooJ,  but  I  was  not  absolutely  sure 
that  it  was  not  a  case  of  incomplete  abortion  until  we  made  an 
examination  under  chlorofonn.  We  deoided  that  the  o\'ura 
was  »lill  intact  in  the  uternH,  but.  of  coarse,  were  unable  to  say 
whether  or  nut  it  was  alive.  TIuk  was  at  the  end  ot  the  third 
month.  No  more  bleeding  (Kx^urrcd,  luul  in  due  time  she 
quickened  and  went  tn  full  time.  The  placenta  was  normally 
situated,  liod  uppeui-ed  perfuutly  healthy.  The  child  wei^he^l 
9]   lb.,  so  it  hacl  not  apparently  sulTered  in  any  way. 

The  ovum  msiy  perish  and  be  retained  in  ittem  for  a  voryinK 
lime,  causing  a  iniHsed  abortion. 

Inevitable  Abortion. — The  pains  are  stronger  and  more 
rejnilar.  the  bleeding  much  mora  profuse,  and  on  examination 
the  OS  wdl  uiiually  be  found  to  he  dilating.  The  ovum  will 
often  be  felt  beginning  lu  protrude.  The  painrt  will  become 
stronger  and  at  shorter  intervals,  until  the  uterine  oontents  are 
expelled,  in  part  or  entire.  If  a  pari  only  is  expelled,  it  will  i>e 
an  incomplete  abortion  ;  but  if  the  whole  comes  away,  it  will  be 
a  complete  one. 

Incomplete  Abortion. — In  an  incomplete  ai»rtiou  in  the 
oarly  staj^e  of  prct^nancy,  the  ovum  alone  may  come  away, 
leaving  the  deciduie  behind :  or  the  decidua  reflexa  may  come 
with  it,  leaving  the  vera  and  serotina  behind,  .\fter  the  placenta 
has  furmed.  it  and  the  membranes  may  be  rutaiued  iu  whole  or 
in  part.  The  portion  left  behind  may  oome  away  entire  or  iu 
pieces,  and  until  it  is  all  away  there  will  be  conHiderahle  dis- 
charge, ff  sepsis  occurs,  thu  woman  will  run  considerable 
risk  at  the  time,  and  she  will  Ite  almost  sore  to  suffer  from  sub- 
sequent inSammatory  disease  of  the  Fallopian  tubes,  ovaries, 
pelvic  connective  tissut*,  or  endometrium.  Sometimes  a  small 
pieoo  of  (Uaueiita  remains  tirmly  atlauhed,  and  forms  a  so-oulled 
placental  polypus,  which  oonsiats  of  a  mass  of  oouneotive  tissue 
formed  from  an  organised  blood  uVoV,  m  iwni  tAoan^  Ocuti  \v\  c:^^ 
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placeuta.  Cuiuproitttud  aud  dufjuumubed  uhuriunic  villi  can  he 
detected  in  it  with  the  mioroeoope.  Hremorrhages  will  ooottr 
lio  long  uu  this  remains  in  utero. 

Missed  Abortion. — In  some  cases  the  ovnm  penshes,  bot  is 
not  expelled  at  once.  It  may  be  retained  m  utero  for  months. 
I  have  seen  one  which  was  retained  for  five  months.  la  a 
somewhat  recent  and  famous  case,  a  portion  of  a  blighted  ovum 
was  said  to  liave  been  retained  sixteen  months.  At  tho  time  the 
ovnm  perishes,  you  mil  probably  have  an  abortion  threatened, 
l>iit  this  passes  ulT  without  the  litems  expelling  its  contentfl. 
Tho  symptoms  of  pregnancy  diBa])pear  except  the  amenorrhccB. 
The  uterus  does  not  iuorease  in  si/.e  as  a  rule,  except  in  oases 
of  fleshy  moles,  into  which  fresh  ha'inorrhages  occur.  The 
increase  in  si;!e  wilt  not  correspond  at  all  with  the  supposed 
time  of  pre<(nancy.  The  uterine  contents  will  iikimatoly  be 
expelled,  with  the  symptoms  of  an  abortion.  The  ovum  may 
Ix*  slu'ivelled  up  or  in  the  form  of  a  fleshy  molo.  A  shrivelled 
or  blighted  ovum  is  not  infrequently  expelled  at  full  lime  along 
with  a  fully  developed  child.  I  have  seen  six  or  eight  such 
oases. 

Ff  you  examine  a  t^ood  specimen  of  a  fleshy  mole  you  will 
find  it  is  sotnowhat  rough  on  the  outside,  and,  on  opening  it,  a 
small  cavity  will  l»  seen  lined  with  a  smooth,  glistening  mem- 
hrano.  This  is  the  remains  of  tiie  amniotic  oavity.  You  may 
sometimes  find  traces  >i(  the  embryo,  but.  ws  a  rule,  it  will  have 
been  completely  absorbed.  Under  the  microeoope  the  masfl 
will  be  found  to  consist  of  organised  blood  olot,  with  degener- 
ated chorionic  villi  in  it. 

Diagnosu  of  Abortion. — The  first  thing  we  have  to  satisfy 
ourselves  about  is.  thai  the  woman  is  really  pregnant,  and,  if 
so.  that  it  is  an  ordinary,  and  not  an  extra-uterine  pregnancy. 
Having  determined  this  point,  the  next  thing  to  decide  la, 
whether  it  is  a  threatenetl  or  an  inevitable  abortion,  because 
ouriJaeot  troAtrndul  in  the  former  will  be,  if  possible,  to  pre- 
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mt,  while,  ia  the  iaevitable,  it  will  be  to  hasten,  the  empty- 
ing  of  the  uterus. 

If  the  bleeding  ia  siimll  in  amouut.  the  pnins  not  very  strong 
nr  frequent,  and  the  os  closed  or  only  slightly  ojKned.  we  may 
look  upon  it  a^  merely  threatened.  On  the  other  hand,  if  the 
pains  are  strong  and  regular,  the  bleeding  copious,  and  the  os 
dilated  so  that  the  ovum  can  be  felt  protruding,  we  may  be 
Hiu'e  it  \H  inevitable. 

lu  very  many  cases  we  only  nee  the  patient  after  a  mass 
hau  been  oxiielled,  and  we  now  have  to  decide  whether  it  is 
complete  or  incomplete,  tf  the  mass  has  not  been  destroyed, 
by  exatniniag  it  carefully,  we  may  be  able  to  decide  that  the 
uierua  Ih  completely  emptied,  [f  you  get  a  complete  specimen, 
there  will  be  nu  dilTiculty.  but  unfortunately  you  do  not  often 
see  what  has  coiiit!'  away-  You  will  then  have  to  judge  by 
making  an  examination.  If  the  Hugor  can  be  passed  into  the 
uterine  cavity,  you  will  ho  able  to  feel  if  there  is  anything 
retaine^l,  hut  without  chloroform  thib  is  not  often  practicable. 
If  the  bleeding  and  pitins  hare  oeaaed  on  the  expulsion  of  the 
mass,  the  chances  are  that  the  utenis  is  empty  ;  but  if  the 
discharge  of  blood  iff  still  going  on  freely,  or  if  it  recurs  in  a  day 
Of  two,  thei'e  \*i  sure  Ui  lie  something  retained. 

In  an  incomplete  abortion  the  discharge  usually  continues, 
and  if  it  lias  ?«top{M'd  it  rociii-s  at  intervals.  If  you  arc  fortunate 
enough  to  see  whnt  has  heeu  expelled,  you  will  find  it  i^  only  a 
portion  of  the  pitiduct  of  conoeptimi.  In  the  first  two  months 
it  may  only  be  the  oviiiit,  or  the  ovntii  and  decidua  reflexa. 
From  the  third  month  it  may  be  the  small  fcctus,  or  it  and  the 
membranes  alone.  Tlie  entire  placenta  and  membranes  may  be 
ktft  behind,  ur  the  pktcentu  uluae,  or  portions  of  each. 

An  exaniinatiou  without  cliloroform  may  reveal  that  there  is 
Bomething  still  in  the  utenis,  but  it  is  much  better  to  give 
ohioroform.  and  then  you  can  treat  it  nt  nnoe,  as  I  shall  shortly 
indicate. 
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The  following  throe  oases  of  inoompletf;  abortiou  ma.y  be 
taken  as  types.  In  the  first  I  was  called  to  see  a  woman, 
whoso  own  medical  attendant  was  en>{a<;ed.  She  was  supposed 
to  have  had  a  complete  ahortion.  a  few  days  before.  The  bleed- 
ini;  had  reuuiTod,  hut  it  had  Cf^ased  whnn  I  saw  her.  A  va^jinal 
examination  revealed  nothing,  aa  the  os  was  close<l,  but  I  felt 
aure  there  was  Htill  nomethin^  retained  in  iitero.  I  Bxamined 
her  under  chbroforni,  and  removed  with  a  flushing  curette  a  piece 
of  placenta  alK>ut  the  »ixe  of  a  large  bean.  There  was  no  more 
hajraorrhage  and  she  made  an  oxctiUent  recovery.  The  second 
case  had  been  u:ider  treatment  for  a  month  with  recurrinjr 
hfflmorrhages.  Khe  had  been  assured  that  the  abortion  had  ail 
oome  away,  I  was  hurriwlly  callod  one  Cfiiht  to  see  her,  as  she 
was  bleeding  very  profusely,  I  retnoved  a  complete  placenta 
from  the  uterus.  It  was  very  stptic.  She  made  a  f^ocd  recoverj-. 
That  she  did  not  die  of  sepsis  was  a  luarvel.  In  the  third  case, 
when  I  first  saw  her,  the  h^marrhage  was  only  slifjht  and  I 
tried  to  prevent  tlie  abortion,  but  in  a  few  hours  the  ovum  was 
expelled,  but  the  whole  of  the  docidnic  were  left  bfihind.  An 
examination  revealed  that  they  were  hej^nning  to  separate.  As 
there  wan  no  hiciiioiThagc.  I  waited  a  few  hours  before  using  the 
curett«.  and  the  complete  cast  was  expelled. 

^fi,'ised  Ahnrtion. — The  diagnosis  may  ho  very  diHioult. 
The  signs  and  symptoms  of  pregnancy  will  have  disappeared, 
except  the  ameDorrha3a.  If  you  have  a  history  of  piv>gnancy 
with  a  BUpixi^  abortion  some  time  before,  followed  by 
amenorrhcea,  and  if  you  tind  that  the  uterus  is  not  nearly  the 
aize  it  should  l>e,  you  should  suspect  it  is  a  missed  al>ortion. 
but  yon  must  always  l>ear  in  mind  that  it  is  possible  that  the 
patient  may  have  had  a  complete  abortion  and  have  become 
pregnant  a  se&jnd  time,  Iwfore  menstruating.  If  you  have  any 
doubt,  wait  for  a  few  weeks,  and,  if  it  is  a  normal  pregnancy,  the 
increase  in  the  size  of  the  uterus  will  be  steady,  but  if  there  is 
ao  wereaae  you.  can  definitely  decide  that  it  is  a  missed  abor> 
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HOD.  You  must,  however,  bear  in  mind  that  with  a  Beaby 
mole  you  may  have  an  iocreaae  in  the  nize  of  the  uterus  from  < 
repeated  hiBniorrhages  into  the  mass.  In  such  a  oase  the 
difficulty  fit  makinp  an  absolute  dia^osts  would  be  very  great. 
To  make  sure,  you  could  dilate  the  cervix  and  explore  the  utorus 
and  treat  it,  aa  [  dhall  shortly  indicate,  bat  if  you  wore  in  great 
doubt,  it  would  be  better  to  wait  and  see  if  the  woman  quickened, 
provided,  of  course,  that  she  remained  in  good  health.  If  she 
did  not  quicken,  or  if  her  healih  began  to  suffer,  dilatation 
should  be  done.  The  case  related  on  page  173  illustrates  the 
wiHdoin  of  waiting;.  There  wen?  strong  indications  then^  that 
the  uvuiii  might  have  perished,  and,  if  I  IimI  l)een  hasty  in  act- 
ing, I  would  have  interfered  with  an  ovum  which  ultimately 
developed  into  a  fine  healthy  Iwy. 

Tteatfoeiit  of  n  Threatened  Abortion. — ^The  patient  must 
be  kept  quiet  in  bed.  If  the  bowels  are  loaded,  they  should 
be  cleared  out  with  a  gentle  laxative,  or,  hotter,  by  means 
of  an  enema  of  soap  and  water.  A  dntstic  purgative  must  be 
avoided.  The  food  must  be  Ught  and  non-dciiuulating.  The 
medicinal  ireaiment  aimn  at  quieting  uterine  action.  Optam 
in  one  form  or  other,  is,  I  think,  the  best  dnig.  Viburnum 
pruuifotium  extract  is  highly  spoken  of  as  a  uterine  sedative. 
I  have  used  it  with  good  results.  Ilydrastis  canadensis  is 
also  said  to  be  nseful,  but  I  have  had  no  experience  of  it. 
HtaaXi  doaefl  of  ergot  are  also  highly  rccommeaded  by  some, 
but  oondomntid  by  othorK.  My  experience  of  ergot  is  that  it  is 
very  uncertain  in  its  action.  This  is  probably  due  to  the  fact 
that  the  preparations  used  are  often  not  freshly  made.  On  the 
whole.  I  am  incUned  to  think  opium  is  the  best  drug  to  use. 

The  patient  must  be  kept  quiet  in  biKl  for  a  week  or  ten  days. 
If  there  is  any  displacement  of  the  aterus.  it  nhould  be  rftotified 
and  kept  iu  poiiitioii  by  a  pessary.  You  must  wiu'q  the  patient 
t4)  \tv  specially  careful  when  her  next  {leriod  or  two  are  due. 
She  should  rest  then.     If  you  find  iVioro  \*  ^.w^^^Vaa  >*>.v^ 
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put  her  on  meroury  and  iodide  of  potash,  and  keep  her  on  it 
until  full  time.  In  cases  where  abortions  not  due  to  eyphilis  have 
been  frequeat,  I  have  got  very  good  results  from  chlorate  of 
potash,  10  gr.  thrice  daily  all  through  the  pregnancy.  The  use 
of  this  drug  has  been  condeiuued,  but  I  have  seen  such  good 
results  from  it  that  I  have  oonlideace  in  recommending  it, 
espeoiaUy  iu  cases  whioh  raiacarry  about  the  fourth  or  fifth 
month.  I  have  a  patient  who  has  repeatedly  miscarried  when 
not  getting  the  drug,  and  In  three  of  her  pregnancies  has  gone 
to  full  time  wliile  taking  it.  I  might  refer  bo  others.  A  thera- 
peutic joui'ual  took  me  severely  to  task  for  recommending  a 
drug,  which  is  said  to  have  a  deleterious  effect  on  the  red  blood 
oorpuscles.  when  persistently  taken  for  months.  That  may  be 
true  in  theory,  but  in  my  experience  it  is  quite  erroneous  in 
practice. 

Treatment  of  ItievUabU  Abortion, — In  spite  of  your  treat- 
ment, some  cases,  which  appear  to  be  only  threatened,  will 
become  inevitable.  Tour  line  of  treatment  must  then  be 
ohangod.  In  an  inevitable  abortion,  you  must  try  lo  gel  the 
uterus  emptied  as  soon  as  possible.  There  are  several  methods 
in  use.  It  was,  and  still  is,  a  very  common  practice  to  give 
ergot  in  full  doses,  in  the  hope  that  the  uterus  will  expel  its 
contents.  As  this  is  a  ver^'  uuoertain  method,  and  often  ends 
in  an  incomplete  abortion,  it  is  not  to  be  trusted  co. 

In  a  cose  where  the  discharge  is  free,  aud  the  os  not  suffi- 
ciently dilated  to  admit  of  clearing  out  the  uterus,  your  besfc 
plan  is  to  plug  the  vagina  thoroughly,  after  douching  it  out. 
Iodoform  gauze  makes  the  best  plug,  but  aseptic  lint,  or  a  kite- 
tailed  plug  of  pledgets  of  aseptic  wool,  answer  the  purpose 
equally  well.  Full  doses  of  ergot  may  he  given.  The  plug 
abouid  be  removed  lAithia  twelve  hours.  On  its  removal  the 
ovum  will  often  be  found  lying  on  the  top  of  the  plug.  If 
OS  is  not  suOioiontly  dibtod  to  clear  out  the  uterus  with  y^ 
Bager  or  curette,  you  may  plug  once  again.     Plugging  should 
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i  be  repeated  too  often,  &9  the  pressure  of  the  plug  upon  the 
mucous  memhrane  of  the  vagina  will  caiisp  irritation,  and  nvHn 
desiruotioD,  of  the  superficial  layers. 

tn  a  case  where  the  ns  ifl  dilated  MuOicieatly.  remove  th? 
utenne  contents  with  your  linger.  You  may  i)e  able  lo  express 
it  bimaaually.  Ovum  forceps  may  be  ueed,  but  your  finger  is 
the  heat  inntrument.  If  you  cannot  ^et  it  all  away,  use  t>tie 
flushing  curette.  Always  assure  yourself  hy  dri^tal  exaniina- 
tion  that  the  cavity  is  cleared.  It  is  impossible  to  tell  this 
with  the  curette,  and  you  may  easily  leave  a  portion  behind. 

E Douche  out  the  uterus  with  an  antiseptic.  The  hiiMnorrha^a 
usually  ceases  on  douching,  but  in  rarB  cases  it  continues.  The 
aterine  cavity  should  then  be  plugf^  with  an  antiseptic  or 
ftseptic  plug.  Iodoform  gauze  makes  the  bent  antiseptic  plug. 
The  plug  should  be  rcmovod  within  twelve  hours.  After  clear- 
ing out  the  uterus,  ergot  should  be  given  for  a  day  or  two. 
In  some  cases  it  may  be  desirable  to  clear  the  uterus  at  onoo. 
Dilatation  can  be  efiTecled  by  means  of  dilators,  such  as  Hegar's 
— the  metal  ones  are  the  best.  TcniH  are  atlvised.  but  it  is 
very  difTtcuIt  to  make  siu%  that  tents  are  aseptic,  and,  if  not, 
the  riBk  is  vori,'  great.  For  that  reason  they  should  not  Iw 
used.    When  the  os  is  sufficiently  dilated,  the  uterus  should  l>e 

thoroughly  cleared  out,  by  means  of  the  finger,  and  curette,  if 
neoeesary. 

CompUtf  Abortion. — The  treatment  is  the  same  as  after  a 
full  time  labour,  vit.,  to  thoroughly  cleanse  the  patient  at  the 
time  and  keep  her  clean  during  the  piierperiuni.  Bhe  should 
keep  her  bed  for  at  least  a  week. 

(nctympUtf.  Ab<*rtion, — Ergot  is  often  given  in  the  hope 
that  the  retained  portion  will  bo  expelled,  but  this  is  bad  treat- 
ment. The  following  case  of  my  own  will  illustrate  this. 
Whea  I  saw  the  patient,  late  at  night,  I  found  a  small  foetus 
had  been  expelled.  I  could  lind  nothing  else.  An  examination 
revealed  that  the  os  was  closed,  and  nolhvxvv^WiM^^.Vft.V^'v..  '^V*' 
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disohftrge  was  very  slight.    The  quescioo  was,  Wa^  the  placenta 
I  still  in  nt^rn  or  had  it  been  expelled  ?     As  thcro  were  no  mem- 
branes with  the  foetus,  one  would  have  expected  to  have  found 
a  portion  of  them  protruding,  but  none  could   be  felt.     The 
proper  proceedinf*  would  have  I>een  to  have  given  chloroform 
and  made  Bure,  but  as  1  wah  not  prepared  to  do  thiB.  I  unwisely 
decided  to  give  her  ergot  and  wait.     The  result  was  that  when 
I  expulsion  commenced  there  was  severe  litsmoiThage,  and  I  had 
[to  clear  out  the  uterus  under  chloroform,  when  the  patient  was 
almost  pulseless.     She  made  a  good  recovery,  aad,  I  believe, 
considers  that  I  saved  her  life,  hut  I,  on  the  othei'  hand,  am 
convinced  th&t  my  failure  to  do  what  I  ought  to  have  done  when 
■  I  first  saw  her,  very  nearly  eaded  in  disaster.     !  have  already 
kcited  another  case  (page  17G)  where  failure  to  cle^r  the  uterus 
liiearty  cost  the  woman  her  life.     In  a  tliird  case  I  was  asked 
to  remove  a  placenta  which  had  been  left  in  tlie  uterus  for  over 
three  days  after  a  miscarriugo  at  thu  fourth  month.     Thei-e  had 
not  been  any  hemorrhage,  but  ihe  patient  had  become  septic. 
The  placenta  was  very  firmly  adherent,  and  I  hiul  great  dilliculty 
lit  getting  it  away,  as  the  os  had  contracted  and  the  cervix  was 
extremely  rigid.     The  patient  made  an  exoeilt-nt  recovery,  Imt 
her  septic  condition  might  very  easily  have  been  increased  by 
absorption  through  the  freshly  opened  sinuses.     The  risk  of 
this  occurring  is  exceedingly  great. 

The  proper  treatment  is  to  clear  the  uterus  completely.  This 
may  he  done  with  a  flushing  curette,  or  the  fingers.  If  the 
curette  is  used,  the  cavity  should  be  explored  with  the  finger 
to  make  sure  that  eveiything  is  removed.  With  the  patient  in 
the  lithotomy  position  and  under  chloroform,  carefully  cleanse 
the  external  parts  and  wash  out  die  vagina,  scnibbing  its  walls 
with  swabs  of  cotton.  Lysol  solutiou,  I  jjer  cent.,  i^  one  of 
the  best  to  use.  Than  draw  back  the  perineum  with  a  speculum, 
and  catch  the  ftrvix  with  vnlftella  forceps  to  draw  it  down  and 
HUvu\y  it.      If  tliH  tiiiger  can  be  parsed  into  the  eavitv  dilatation  is 
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snOioient,  bai,  if  not,  dilate  by  means  of  ^[raduated  metal  dilatore. 
Before  remoTing  anything  wash  out  the  uteruH  with  your  anti- 
septic solution  by  means  of  a  double  ohannelled  nozzle.  Then 
tieparate  the  retained  portion  and  letuove  it.  Tiie  finger  is  iha 
Ixtst  instrument  to  use,  especially  in  geptio  cases,  as  you  can  feet 
what  you  are  doing.  If  you  are  quite  satisfied  that  everjthing 
has  been  removed  it  will  not  be  necessary  lo  use  the  curette,  hut 
in  many  ciises  there  u-tlt  Iw  small  ponions  which  can  only  be 
scraped  away  with  that  instrument.  A  flushing  instrument 
which  is  not  too  sharp  is  the  most  useful.  After  the  uterus 
is  cleared,  douolie  it  out  very  thoroughly  witli  lysol,  and  put 
a  loose  plug  of  iodoform  gatize  in  the  vagina.  The  bleeding 
usnally  oeaaes  with  the  douching,  but  it  occasionally  persists. 
The  best  method  of  uheckuig  the  htemorrhage  is  by  plugging 
the  uterine  cavity  and  vagina  witli  iodoform  gauze. 

The  after  treatment  is  the  same  as  after  an  ordinary  abor- 
tion. Douching  is  unnecessary  unless  sepsis  develops,  when 
the  uterus  must  l>e  carefully  washed  out. 

The  operation  of  atrettintj  the  piierperal  utt>ru*  is  not  devoid 
of  risks.  In  some  cases  the  uterine  wall  is  very  friable,  and 
it  may  be  perforated  by  the  most  skilful  o|jei-at((r.  Kvcn  tn 
making  an  «xamination  with  the  sound  this  may  happen.  The 
dilatnnt  may  be  pushed  through,  but  the  curette  is  the  most 
likely  instrument  to  cause  perfonition.  You  must  therefore 
be  very  careful  in  all  cases,  as  tihe  friability  of  the  uterine  n'alls 
cannot  l>e  judged  beforehand.  Fortunately  there  is  little  risk 
from  the  accident  if  proper  care  is  taken.  After  it  has  hap- 
pened douching  should  not  be  done,  as  the  fluid  may  {nlss 
into  the  abdomitial  cavity.  The  uterus  should  be  wiped 
out  carefully  and  plugged  with  iodoform  gau/e.  taking  oare 
not  to  push  the  gauze  through  the  rent.  The  rent  is 
usually  very  ^mall,  and  the  edges  of  it  fall  together  natur- 
ally and  ibey  are  soon  glued  Together.  If  there  it>  much 
bleeding,  or  the  oase  is  a  septic  one,  thu  a.Vy^o\ii%u.  v^<4\iN^  Nwk 
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opened  and  the  wound  stitched.  The  parts  should  then  be 
v&ry  thorou^hty  cleansed.  Cn  some  of  the  ca^es  reported  the 
friability  of  the  uterus  rendered  stitching  very  diftioult,  as  the 
sutures  could  hanlly  be  tied  without  cutting  through  the  tissueu. 
The  uterus  has  bnen  removed  ;  but  such  an  extreme  stop  is 
rarely  justifiable.  Some  observers  have  maiutained,  that  in 
some  oases  when  the  sound  or  curette  Huddenly  pa.4se8  in  a 
long  distAnce,  this  is  not  due  to  perforation  of  the  uterine  wall, 
but  to  a  sudden  relaxation  of  the  uteinis.  It  is  difficult  to 
conceive  of  such  an  occun-ence.  When  there  Is  any  foreign 
body  in  the  uterus  it  usually  contracts,  and  it  is  difficult  to 
underatand  why  it  should  act  dilferently  in  these  oases.  Some- 
timee.  however,  the  sound  pusses  for  some  distance  into  one 
of  the  tubes,  and  this  may  be  mistaken  for  a  perforation.  So 
far  as  I  know,  in  all  the  cases  in  which  the  abdomen  has  t>een 
opened  either  a  perforation  or  a  patent  tube  has  been  found, 
so  that  1  cannot  accept  this  explanation  of  a  sudden  relaxation 
of  the  wall 

Procured  Abortion. — There  are  a  few  oonditions  under 
which  the  procuring  of  an  abortion  may  be  justifiable,  8.(/.,  in 
patients  suiTei-inf;  from  ven,'  bad  chorea  gravidarum,  bad  heart 
diaeftse,  bad  kidney  disease,  uncontrollable  vomiting,  and  an 
incarceiuted  retroflexed  uterus  which  cannot  be  roplacod.  In 
the  latter  condition,  however,  it  is  preferable  to  do  an 
abdominal  section,  and  reUeve  the  imprisoned  uterus  from 
above. 

You  should  never  undertake  the  operation  without  having 
u  cormuliation.  Occasionally  an  abortion  in  unwittingly  pro- 
cured by  the  passage  of  a  sound  into  the  uterus ;  but  it  is 
.possible  to  pass  a  sound  during  the  first  bhiiee  months,  and 
even  later,  without  causing  any  mischief,  provided  the  ovum 
is  not  punctured.  I  recently  dchvered  a  case  of  plucuuta 
previa  at  the  sixth  month,  where  a  dressud  Playfair's  probe, 
dipped  lu  carbohc  acid,  had  been  passed  inio  the  uterus  just 
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before  she  quiokened.  She  had  been  under  treatment  for 
endometrilis  before  becoming  pregnant,  and  her  attendant  had 
been  misled  as  to  her  condition. 

You  lire  aware  that  the  produoiug  of  an  abortion,  exoept  tn 
fluoh  cases  as  I  have  indicated,  is  a  criminal  offence.  Few 
practitioners  escape  being  barefacedly  asked  to  commit  this 
crime,  and  possibly  being  olTei-ed  a  large  fee  as  an  indacement. 
One  cannot  help  feeling  sorry  for  unmarried  girls  who  have 
been  betrayed,  and  can  forgive  them  making  such  a  request, 
but  in  my  experience  it  is  married  women,  who  do  not  wish  to 
have  more  children,  who  are  the  worst  sinners.  The  methods 
of  prevention  of  conoepUon,  and  of  getting  rid  of  the  ovum,  if 
conception  has  occurred,  are  now  unbluahingly  discussed  by 
women,  and  not  by  any  means  women  of  the  poorer  classes. 
This  is  probably  the  result  of  reading  the  new  style  of  novel 
which  is  the  very  reverse  of  its  predecessor,  in  which,  ua  Kip- 
ling  has  it — 

*'  We  asked  no  sooia)  quesUons— vre  pumpod  do  hidden  sliMne'— 
Wo  De\-cr  t«lkod  obstetrics  when  tbo  little  utraoger  c&me". 

The  barefaced  indecent  advertisements  which  disgrace  fche 
pages  of  m  many  secular  and  even,  I  am  sorry  to  say,  religions 
papers,  have  much  to  answer  for.  They  should  be  put  down 
with  a  strong  hand,  but  unfortunately  the  law  seems  powerless 
to  deal  with  them. 

The  operation  may  be  done  by  passing  a  sound  and  turning 
it  round,  so  as  to  separate  part  of  the  deoidua  and  puncture 
the  ovum.  It  may  then  be  left  to  come  awny  naturally,  and  if 
it  ia  not  completely  expelled,  the  retained  portion  mtit»t  be  dealt 
with,  as  in  an  ordinary  incomplete  abortion.  Some,  however, 
prefer  to  clear  the  uterus  at  one  sitting.  This  is  suitable  in 
the  early  weeks.  The  cervix  is  dilated  by  means  of  dilators, 
and  the  whole  contents  at  once  removed  by  the  finger  and 
curette.     The  operation  must  be  done  with  the  strictest  aseptio 
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precautions  or  sepsis  will  be  almost  sure  to  arise.  Even  with 
the  strict«Bt  aBepblc  piecauliou^  trouble  may  arise  (bee  case  of 
induced  abortion  for  cardiac  disease,  page  59). 

The  after-treatment  in  a  case  of  procured  abortion  is  exactly 
the  same  us  after  an  ordinary  one. 

Criminal  Abortion. — The  procuring  of  abortion  for  criminal 
purpo&es  seeing  to  be  more  common  in  En^^land  than  In  Scot- 
land. At  all  eventa  we  rarely  hear  of  the  detection  of  cases 
here.  Probably  every  medical  practitioner,  at  uomo  time  or 
other  in  hia  career,  has  Ixten  anked  to  do  the  upenttion,  i.tf.,  to 
commit  «  very  seriouu  crime.  There  \h  only  one  answer  to 
Buoh  A  request,  and  that  is  an  emphatic  refusal,  no  matter  hnw 
^reat  one's  sympathies  may  lie. 

Sometimes  one  is  called  upon  to  treat  a  case  where  it  is 
quite  evident  that  an  abortion  has  been  procured.  I  have 
myself  seen  two  cases  where  there  was  strong  presumptive 
evidence  that  this  bad  been  done.  In  the  first  case  the  patient 
admitted  that  she  hod  been  exumiuod  with  instruments,  and 
had  been  lakiog  tlmgs.  A  very  septic  placenta  was  still  in  the 
ntenis.  In  the  second,  after  the  uterine  contents  were  cleared 
out,  the  bleeding  was  so  profuse  that  I  tmd  to  plug  the  cavity 
with  iodoform  ganze.     Both  patients  recovered. 

Spurious  Abortion. — Occasionally  a  cast  of  the  uterus 
having  the  essential  characters  of  the  deciduu  of  pregnancy, 
but  with  no  trace  of  an  ovtmi,  is  expelled  after  a  perio<l  of 
amenorrhoM.  Such  a  case  is  frequently  seen  in  connection 
with  extra-uteriue  geatatiou,  l)ut,  in  tlie  cases  referred  to,  there 
is  no  evidence  of  an  ovum  developing  outside  the  uterus.  The 
term  "spurious  abortion"  has  been  suggested,  but  Fothergill 
has  recently  shown  that  the  condition  is  really  due  to  an  *'  in- 
complete abortion."  when?  the  o\'um  has  been  expelled,  leaving 
the  deoidua  vera  behind,  or,  as  in  his  case,  an  early  "  missed 
abortion."  in  which  the  decidua  went  on  growing  for  some 
time  after  the  death  of  the  ovum.     There  is  no  evidence  to 
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show   that  a  decidua  ever   forms   in    the  uterus  apart   from 
[pregnancy,  either  topic  or  ectopic. 

Pi'oph  ylaet  it  Trent  iw  n  I  of  A  hurt  ions. — If  a  w'ouian  has 
had  one  or  more  abortions  she  should  be  put  tinder  treatment 
before  ahe  aK&in  conceives,  in  order  to  prevent  a  recurrence 
of  the  abortion.  The  habit  of  aborting  is  '*A\t\  to  ite  acquired, 
but,  us  I  have  already  said,  the  prohabihty  is  that  this  is 
iy  due  to  some  form  of  uterine  disease.  If  all  abortions 
were  properly  treated  tiiere  would  l)o  fewer  reoun'ences.  The 
piitient  should  not  resume  intercourse  until  involution  is  com- 
plete.  and  the  endometrium  in  a  lieulthy  condition.  If  :i>'philis 
is  present  she  should  be  put  on  antisyphiMtic  remedies.  In 
such  a  oase  the  hushind  should  nlso  l)e  treated,  but  you  must 
be  exceedingly  careful  in  dealing  with  »uch  patients,  as  you 
may  very  easily  upset  the  peace  of  a  home. 

If  endoinetnti^ii  is  pm^ent  it  should  be  treated,  aud  intercourse 
prohibited  until  a  cure  is  effected.  If  conception  occurs  before 
the  endometrium  is  perfectly  healthy,  abortion  will  be  sure  to 
follow.  The  surest  and  quickest  method  of  treating  endo- 
metritis in  such  caftes  is  by  curetting.  Any  inflammatory 
condition  of  the  ovaries  or  tube»«  should  be  cured,  and  all 
displacements  rectified.  If  the  oervix  is  spht  it  should  be 
repaired. 

lo  cases  of  anaemia  or  other  constitutional  diseases,  appro- 
priate treatment  should  be  adopted.  There  are  certain  coses  in 
which  the  fcetus  ijorishcs  in  llie  later  months  of  pre^tiancy. 
Fatty  and  calcareous  degenomtion  of  the  placenta  is  generally 
found.  These  cases  will  be  dealt  with  under  Habitual  Death 
of  the  Fielus  (see  pujo*  431^. 

In  all  caAos  where  abortiuns  have  uccuri'ed  the  patients 
should  be  warned  to  be  careful  at  the  times  corresponding  to 
their  menstrual  periuds,  aud  especially  so  at  the  time  when  the 
former  abortion  occurred. 
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Vbsiculab  Mole,  Hydatiforu  Mole,  Cystic  Dkobnbration 
OP  THE  Chorionic  Van. 

The  disease  wbicii  is  knrjwn  under  bheae  various  names  is 
characterised  by  the  hypotrophy  of  the  chorionic  villi,  and  their 
conversion  into  numerous  cysts,  varying  in  size  from  that  of  a 
millot  scod  to  that  of  a  large  grape.  These  cystR  are  all  con- 
nected hy  pedicles  of  greater  or  less  leuf^h,  and  the  mass  thus 
has  somewhat  the  appearance  of  a  hunch  of  grapes.  After  the 
third  month  of  pi*e<;uaacy  the  j^rowth  is  very  rapid,  so  that  the 
uterus  soon  becomes  very  much  more  distended  than  it  should 
be  at  that  time  of  pregnancy.  More  or  les»  discharge  usually 
ooours,  it  may  bo  of  pure  blood,  but  more  frequently  a  profuse 
watery  discharge  stained  with  blood.  In  some  cases  small  cysts 
will  be  found  in  the  discliarge.  The  uterine  contents  are  usually 
expelled  before  full  time  is  reached,  but  in  very  rai-e  oases  the 
mass  in  carried  in  lUei'o  for  some  time  beyond  term.  En  some 
oases  absolutely  no  tmcu  of  the  fcetus  can  be  found,  in  others 
only  a  portion  of  it  may  be  present,  but  it  is  oooasionally  found 
entire,  usually  dead.  In  one  or  two  cases  the  fcetus  has  gone 
on  developing  to  full  tune  and  has  been  born  aUve,  with  a  por- 
tion, of  the  placenta  showing  cystic  degeneration.  As  a  rule,  the 
disease  begins  early  in  pregnancy,  before  the  WIU  have  atrophied 
in  the  non-placental  pait  of  the  chorion,  and  the  whole  chorion 
is  thus  affected.  When  it  begins  Later  in  pregnancy,  after 
atrophy  has  occurred,  only  the  placental  piinion  will  I>l^  alTected. 
If  only  a  small  portion,  then  development  of  the  fusbus  may 
not  he  interfered  with.  It  occasionally  occurs  in  twin  preg- 
nancies, the  chorion  of  one-  foatua  being  alone  affected.  The 
other  twin  may  go  on  developing  to  Full  time.  It  is  more 
uommon  with  muUipariB  than  with  phmipara,  and  m&y  raour 
in  subsequent  pregnancies. 

It  is  a  true  myxomatous  degeneration  of  the  chorion.  The 
duid  in  th?  cysts  contain  mucin  and  albumin  m  considerable 
tjaaaSitiea. 
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The  mass  may  reach  the  size  of  an  adult  heftd.  It  may  be 
completely  covered  over  with  deoidua,  but  the  enlarged  villi 
not  infrequently  perforate  one  ur  Ixith  layers  of  the  decidua 
At  various  placos,  itnd  they  may  penetrate  the  muscular  wall 
of  the  uterus,  and  even  the  peritoneal  covering. 

Of  Lite  it  has  been  cletirly  shown  tliat  there  is  an  intimate 
relationnhip  between  this  ditmatte  and  deoiduoma  malit^num. 
A  very  large  number  of  caises  of  the  latter  disease  occur  itfter 
VBBioular  moles. 

Duiiftuhtii. — There  are  three  prominent  indications  of  the 
ooudltion.  First,  the  uterus  is  usually  much  larger  than  it 
ought  to  be  at  the  supposed  time  of  pregnancy,  and  the  in- 
crease will  have  Ijoen  very  rapid  after  the  third  month  ;  second, 
blood  or  blooil-gtained  Hcruin  is  discharged  at  intervals  ;  and 
third,  vesicles  escape.  Palpation  of  the  uterus  shows  that  it  is 
very  disteml&d  and  has  a  bo^gy  feel,  and  that  no  fuetal  parts  or 
movements  can  Iw  made  out.  Sometimus  a  crepitant  sensation 
can  l>e  made  out.  Auscultation  gives  a  uterine  bruit  hut  no 
fmtal  heart,  and  a  crackling  or  crepitant  sound  may  be 
detected. 

I'to'/nuuu. — The  oonditiou  is  not  a  very  hopeful  one,  so  a 
guarded  prognosis  should  l>e  given,  tf  the  mass  has  been 
entirely  expellud  naturally,  there  should  be  no  immediate  risk, 
but  if  a  |K)rtion  of  it  has  been  retained  soptdonnoia  is  very 
likely  to  occur.  In  cases  where  the  vesicles  have  penetrated 
the  wall  of  the  uterus,  there  is  very  great  risk  of  rupture 
occurriug  when  au  attempt  is  made  to  remove  the  mass.  In 
all  cases  the  subsequent  oocurreuce  of  deridiumui  tnalufnum  is 
greatly  to  be  dreaded. 

TreutHU'ttt. — If  the  haemorrhage  is  grtjut,  plug  ibecen'ix  and 
vagina  tiuiroughly,  until  the  os  is  dilated  suJhoienily  to  allow 
of  uxpulsiou  of  thu  mass,  and  then,  if  uterine  effort  fails,  clear 
it  out.  In  clearing  it  out  the  tlngurs  only  should  be  used, 
oad  the  utmost  care  taken  to  prevent  injury  do  ltVu&  \i^rk\tj6 '^'4^. 


loiuii,  DUL  you  must  bear  in  miud  that  the  uterii 
veiy  thin  in  places.      If  tlie  wall  has  been  pei 

St  treatment  would  be  to  remove  the  entire  ut 
out^h  the  vagina  or  abdomen.     In  all  cases  the 

■ptic  precautions  must  be  takea. 


CHAPTEK  XVI. 


HJiMORKHAOES  OF  THE  LATER   MONTHS  OP  PREiiNANCY— 
ACCIDENTAL  H.-EMOUItnAGE. 

V&rtetieft  of  Ae<^i4eiii&l  Hiemorrhaga — ^Tiiue  of  OccnrreDce— .'Etio|ogy 
— Gum— I>ta«iio8i»— TtMtment— Cue — TrcBtmcat  of  (he  Conee&led 
or  Intomal  Vnrietv. 

We  have  dow  to  take  up  the  liipmorrhages  which  occur  in  the 
later  moutliB  of  prugnancy.  *•-•/..  trom  the  sixth  month  onwards 
— the  ante-partuiD  hsemorrhat^e^if.  We  have  two  varieties, 
viz.,  aocideatal  and  iinavoidiiblu.  We  shall  firsb  deal  with  the 
accidental.  The  hiLMuonha^e  arises  from  the  separation  of  a 
normally  situated  plaoenta,  i.f.,  a  placenta  situated  iu  the  uter- 
ine cavity  anywhere  ahovo  the  lower  utHnnc  segment.  By  the 
lower  uterine  sogmoat  is  meant  the  jjart  which  heuomes  thinned 
out  during  the  canalidation  of  the  genital  tract.  If  the  placenta 
is  attached  anywhere  in  this  lower  uterine  segment,  Kopanuion 
of  it  is  brtund  to  occur  during  labour,  and  this  gives  rise  to  the 
anavoidahle  form  of  ha?inorrhagc.  Kuch  a  case  ib  said  to  lie 
one  of  placenta  previa,  whioh  we  eliall  discuss  fully  in  our  next 
chapter.  What  I  wish  to  point  out  to  you  now  is,  that  in  both 
cases  the  heemorrhage  is  caustxl  by  separatiou  of  the  pUicenta. 
In  the  accidental,  the  pUioenta  is  normally  situaied.  while,  in  the 
noavoidahle,  it  is  in  the  lower  uterine  area.  In  both,  the  blood 
comes  principally  from  the  uterine  sinuses,  and  only  a  small 
amount  from  the  torn  placenta. 

Varieties  of  Accidental  Haemorrhage. — There  are  two 
varieties,  ph.,  external,  and  concealed.     Tl'ie.VftWfcX  Vfc  a\yiv\'i&jc 
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most  aerions  compiicatioofl  we  have  to  deal  with  in  midwifery. 
With  the  exception  of  rupture  of  the  uterus,  there  is  no  acci- 
dent so  fatal  to  the  patient.  Fortunately,  it  is  comparatively 
rare. 

Accidental  haunorrluiKe  is  more  frequent  in  tnultiparous  than 
in  pnmiparous  cases,  but  it  occamonaliy  does  occur  araorjy  the 
latter.  It  resemblcR  an  abortion  in  thin  respect,  and  in  fact 
it  is  practically  an  uburtiun  occurrlnt;  in  the  later  laonths.  It 
occurs  in  the  same  class  of  oases,  and  from  much  the  tuime 
causes. 

Time  of  Occurrence.  —It  occurs  from  the  sixth  month 
onward  to  full  time. 

£tioIogy. — The  tetiolo}{y  is  much  the  same  as  in  cases  of 
abortion.  In  all  the  cases  I  have  examined  carefully,  I  havt* 
found  the  placenta  more  or  less  degenerated.  A  perfectly 
normal  placenta  might  l>ecome  detached  as  (be  result  of  a 
severe  accident,  but  this  is  very  exceptional.  In  the  majority 
of  OftBea.  I  believe  there  is  more  or  less  disoaso  of  the  placenta 
present,  due  usually  to  endometritis.  The  exoitinf;  cause  may 
be  direct  violence,  such  as  a  kick  or  blow  upon  the  abdomen, 
overexertion,  overstretching,  ftuch  as  in  reaching  something 
above  the  head  or  in  han^iu);  up  clothes,  shock,  rri^ht.  severe 
vomiting,  severe  coughiii>i;,  and  severe  Rlmiiiiii^  at  sttiol.  In 
some  cases  there  may  be  no  apparent  exciting  cause. 

For  some  reason  or  other  then,  a  '^mall  portion  of  the  placenta 
becomes  detached,  and  a  utero- place uud  sinus  torn  through. 
A  greater  or  lesa  amount  of  blood  is  poured  out  between  the 
placenta  and  uterine  wall.  If  it  is  at  the  lower  ed^  of  the 
placenta,  it  will  quickly  find  its  way  down  between  the  mem- 
branes and  the  wall.  It  may  clot  there,  or  work  its  ^^-ay  down 
by  gravitation  until  it  appears  externally.  It  the  amount  be 
very  small  no  harm  may  result ;  but  it  is  almost  sure  to  act  as 
a  forei^i  body,  and  set  up  uterme  contractions,  which  will  ovuse 
more  of  the  placenta  tu  be  separated,  and,  of  course,  more 
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bEemorrbage.  In  tbe  concealed  form  the  blood  is  retained  in 
the  uteros  and  docs  not  appear  oxtomaUy  at  all,  but  there  is 
usually  a  profuse  Aovc  of  serum,  which  is  pressed  out  of  tbe 
olote.  Somotiiuea  you  have  what  might  be  called  a  mixed 
form,  where  thore  is  some  external  bleeding,  but  u  very  large 
quaDtity  of  blood  remains  in  the  uterus.  In  the  external 
variety  a  dot  or  clots  will  be  found  ui  the  uterus,  but  the 
greater  part  of  the  blood  escapes  externally.  The  blood  ia  said 
oooasionally  to  burst  through  the  membranes  and  mingle  with 
the  liquor  amnii,  hat  I  have  never  seen  a  case  of  this  kind. 
In  the  concealed  form  the  uterus  becomes  very  much  distended, 
more  oral  in  form,  and  you  may  be  able  to  feel  masses  in  it. 
indicating  where  clots  are  lying.  Vou  will  not  bo  able  to  feel 
the  footal  parts.  The  woman  will  complain  ul  a  continuous 
rending  pain,  aa  if  her  uterus  were  ^oing  to  burst.  If  she  is  a 
multipara,  she  will  tell  you  the  [wiin  is  very  different  from  any 
pain  ahe  bad  felt  in  former  labours.  This  ia  a  s}'mptom  of 
the  utmost  importance,  and  one  to  which  I  wish  specially  to 
direct  attention.  It  is  mentioned  in  text-books,  but  I  do  not 
think  sufficient  stress  Is  laid  upon  its  importance.  If  the  case 
ta  at  all  a  serious  one,  the  patient  will  show  all  the  signs  and 
symptoms  of  heemorrhage  and  collapse,  which  I  nee<l  not 
eniunerate. 

PtvtjnouU. — In  ihe  conceo.lo'd  variety  the  prognosis  is  ex- 
ceedingly grave,  as.  uuforlunately.  the  condition  is  often  not 
reoO)^ised  until  the  patient  is  coILtjised.  In  the  external 
variety  the  danger  is  not  nearly  »o  great,  as  assistance  will  be 
sent  for  early.  If  the  oases  of  the  external  form  are  seen  early, 
before  collapse,  the  great  majority  should  be  saved.  The 
mortaUty  for  accidental  hiemorrhage  is  said  to  be  60  per  eent. 
Tins  is  far  too  high,  taking  all  the  cases  together,  but  for  the 
concealed  variety  alone  it  is  not  high  enough.  Very  few  of 
tbom  are  saved, 

Aa  regards  the  children,  in  bad  CAaeft  iVub^  ax«  yv«m^  ^ 
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loet,  but  in  slight.  cA&es  they  may  be  saved.  Many  of  them 
are  premature.  If  the  placenta  is  entirely  Aeparated.  the  child 
will  be  dead.  The  child's  chances  then  may  be  said  to  dopetid 
upon  the  amount  of  separation  uf  the  placenta,  and  also  the 
ease  o(  deliverj-.  It  may  he  too  piemalui'e  to  sorvive,  and  at 
the  beet  is  likely  to  be  weakly. 

Before  taking  up  the  diagnosis  and  treatment  I  shall  give 
you  notes  of  two  cases,  one  of  each  variety. 

Case  I. — The  patient  was  a  multipara,  seven  months  preg- 
nant, attended  at  her  own  home.  She  had  been  bleeding  for 
sixteen  hours  before  I  saw  her.  She  stated  that  she  had  been 
very  constipated,  and  the  night  previouH  liud  lioen  straining 
very  heavily  at  stool,  when  she  suddenly  foand  blood  was 
pouring  from  the  \'agina.  She  said  she  liad  very  nearly  filled 
the  chamber-pot.  This  was.  o(  course,  an  exaggerated  state- 
ment. The  bleeding  had  continued,  more  or  less,  ever  since. 
Thrc*  hours  before  I  «iw  her.  the  vagina  bad  been  plugged  on  the 
nupposition  that  it  watt  a  case  of  placenta  prmria  :  the  os  wan 
then  about  the  size  of  half  a  crown.  I  found  her  pulae  very 
feeble,  and  her  lips  blanched.  She  was  In  a  state  of  collapse 
from  hteinnrrlmge,  The  ns  was  now  fully  dilated,  the  mem- 
branes intact  and  the  head  presenting.  The  membranes  were 
at  once  ruptured,  and  the  foi'ceps  applied.  DeUvery  was  easy. 
The  child  was  dead.  Firm  pressure  over  the  uterus  immedi- 
ately pxpelled  three  or  four  large  black  clots  and  the  pIucentA, 
which  hod  been  cotnplotoly  sepai'at'cd.  A  hot  douche  checked 
all  post-|)fLrtutu  lut'niorrhage.  Ergotin  and  ether  were  gi\-en 
hyimdermically,  and  an  injection  of  Nalino  fluid  into  the  rectum. 
and  a  pint  of  the  same  into  the  areolar  tissuea  of  the  right 
axilla.  Her  pulse,  which  had  been  barely  {perceptible  after 
delivery,  quickly  improved.     She  made  an  excellent  recovery. 

Caw  H.^Mn.  K..  »t.  forty-one,  multipara.  This  patient 
was  sent  into  the  hospital  as  a  case  of  placenta  prsevia.  The 
history  ^/ren  ua   vms  that  she  had  begun  to  bleed  about  4 
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A.U.,  and  that  the  bleeding  had  coDcinued,  more  or  less,  ever 
sinoe.  The  only  cause  she  could  give  was  that  she  had 
done  a  heavy  washing  the  day  liefore.  She  had  been  seen  a 
few  hours  after  the  onset,  and  the  vagina  had  been  plugged. 
The  plug  had  been  removed  twice  and  a  fresh  one  put  in.  The 
third  plug  was  still  in. 

On  admission  at  iA5  p.m.,  twelve  hours  after  the  onset, 
she  was  perfectly  blanched  ;  her  lips  were  of  a  hluish-white 
colour  and  absolutely  bloodless.  The  pulse  was  120  and  very 
soft.  She  continually  complained  of  a  reudtnf;  pain  in  her 
abdomen,  as  if  she  were  bursting.  The  abdomen  was  vory 
much  distended  and  globular  in  shape.  The  foetal  parts  could 
not  be  pttlpated.  The  os  admitted  two  fingers  and  no  placenta 
could  be  felt. 

She  was  given  some  stimulant  by  the  mouth  and  a  saline 
rectal  injection.  Ghampetier  de  Ribes'  bag  was  inserted  and 
partially  tilled,  [n  a  few  minutes  it  was  withdrawn  and  the  os 
dilated  manually  until  the  hand  passed.  The  membranes  were 
ruptured  and  a  foot  brought  down,  and  delivery  of  a  premature 
ead  child,  which  weighed  '2i  lb.,  quickly  efifeotod.  The 
placenta,  which  had  been  completely  separated,  and  a  very 
large  quantity  of  dot,  were  at  onoe  cleared  ont  of  the  nterufl. 
During  this  time  the  uterus  was  actively  compressed,  and  hy> 
'podermic  injections  of  ergotin  and  strychnine  were  given.  A 
creolin  intra<uterine  injection  (115°  F.)  checked  the  post-parium 
heemorrhage  ;  in  fact  there  was  no  blood  lost  after  delivery,  as. 
unfortunately,  there  was  none  to  lose.  Another  saline  rectal 
injection  was  given,  and  also  one  into  the  areolar  tissues  under 
the  left  breast.  She  was  now  practic  Uy  pulseless.  In  spite  of 
active  stimulation  she  died  in  half  an  hour. 

I  shiill  refer  to  this  case  when  discussing  the  best  methods 
of  treatment. 

Diaijnoais. — In  the  external  variety  thei-e  will  be  bleeding 
'  ora  the  Kteros.     The  patient  may  or  ma.-^  \iq\.  W  ^ 


uterine  oontr&ctions,  if  it  is  before  full  time,  but  they  will  aoon 
come  on.  li  the  haemorrhage  is  profuse,  the  pulse  will  beoorac 
rapid  and  weak,  and  signs  and  symptoms  of  collapse  supervene. 
In  some  oases  the  amount  of  oollapse  will  be  much  fi^realer  than 
the  apparent  loss  of  blood  accounts  for.  In  such  cases  there 
will  be  concealed  haemorrhage  as  well,  making  it  much  more 
dangerous.  The  os  may  not  be  much  diluted  at  first,  but  you 
will  usually  be  able  to  get  your  finger  m.  The  cervical  canal 
will  usually  be  found  full  of  clot,  which  may  easily  he  mis- 
taken for  placenta.  You  can  biieak  down  the  clot  and  remove 
it,  while  this  cannot  easily  be  done  with  placenta.  You  will 
not  be  able  to  reach  any  pl-joenial  tissue  with  your  linger. 

You  will  have  to  diaf^ose  the  external  foi-m  from  unavoid- 
able ho^morrhaKO  due  to  plact^nCa  pricviu,  and  the  concealed 
from  nipture  of  the  uterus  or  other  viscus.  Mistakes  are 
frequently  made  between  the  external  variety  and  unavoidable 
hmmorrhage.  In  both  of  the  cases  I  have  related  this  happened. 
Until  the  os  is  dilated  HutBciently  to  admit  the  finger  a  differen* 
tial  diagnosis  may  be  impossible.  If  placenta  can  be  reached, 
that  \vill  settle  that  it  is  a  case  of  placenta  preevia.  A  boggy 
feeling  in  the  fomJces  ia  also  iadicative  of  placenta  prievia. 
You  will  see  it  staled  that  in  accidental  hu-morrhagc  there  will 
be  no  bleeding  during  the  pains,  as  the  presenting  part  will 
ofTectually  block  tha  passage,  while  in  placenta  priEvia  the 
bleeding  will  increase  during  the  pains.  In  my  experience, 
which  h^  been  a  pretty  lai-ge  one,  yon  can  place  absolutely  no 
dependence  upon  this.  In  accidental  haemorrhage  the  con- 
tractions will  squeeze  out  any  blood  which  is  in  the  lower  part 
of  the  uterus  and  cervix,  and,  besides,  in  mauy  cases  the  pre* 
senting  part  does  not  block  the  passage.  In  a  case  of  lateral 
or  marginal  placenta  prtevia,  if  the  head  is  well  down  during 
the  uterine  contractions,  it  will  etTectually  plug  the  pissage  and 
prevent  any  bleeding. 

in   the  concealed   variety  there  may  be  some  htomorrhagu 
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8bowinf{,  but  often  them  is  only  a  copious  serous  discharge. 
The  patient  will  be  in  a  state  of  ooliapse.  The  uterus  will  be 
oval  in  sbai>e  and  very  much  distended.  You  vnH  not  be  able 
to  palpate  the  foetus,  but  you  will  often  ))e  able  to  make  out 
irregular  masses  in  the  uterus  indicating  where  the  dots  are 
lying.  The  jiatient  will  complain  of  a  continuous  rendinf;  pain 
in  the  uterus.  Rupture  of  the  titerus  ^ives  much  the  same 
tiomlitinn  of  collapse,  but  it  occurs  ne  a  rale  in  the  second 
stage  of  labour.  In  complete  rupture  the  uterus  will  usually 
be  amallcr  than  it  was  l>eforc,  ami  the  presentinj^  port  will 
have  receded.  In  partial  rupture  the  signs  and  symptoms 
are  almost  identical,  but  it  occurs  almost  always  late  in  the 
aeoond  stage,  while  the  hivmorrhage  is  always  iu  tlie  first, 
<xr  before  labour  has  set  in.  Rupture  of  an  Internal  viscus, 
e.tj.,  stomach  or  bowel,  would  give  the  same  collapse.  An 
examination  would  reveal  that  the  uterus  was  of  normal  size 
and  shape. 

TrMlntcnl. — The  proper  treatment  of  each  case  depends 
upon  the  oonditions  present.  To  lay  down  one  hard  and  fast 
rule  of  procedure  is  ftbHunl.  Let  uh  firbt  consider  the  external 
variety.  We  will  firat  aup|>ose  u  case  where  the  haemorrhage 
is  not  very  giieat  and  the  uterus  is  not  distended.  If  the 
memhranefl  are  nipture<l  and  a  ti^ht  binder  applied,  this  is 
usually  BuAicient.  providL-d  contractions  are  occurring,  but  you 
must  watch  the  pulse  carefully  for  fear  of  concealed  bleeding 
going  on.  If  the  uterus  does  not  contract  when  the  liquor 
amnii  flows  away,  you  can  easily  see  the  pressure  inside  the 
uterus  will  Ije  lessened  and  bleeding  encouraged.  If  the  ex- 
ternal hocmorrhage  continues,  or  if  there  is  evidence  of  internal 
btemotrhage.  steps  should  at  once  be  taken  to  hurry  dilatation 
and  delivery.  The  dilatation  may  be  effected  by  means  of 
Baniea'  or  Champetier  de  Bibes'  baga,  or  manually.  .As  soon 
as  the  OS  is  Bofficicutly  Nvide,  turn  by  either  method  and  brint; 
a  leg  down.      Keep  up  aoilvc  BtiinuL&Uou  ci.1  \>\v&  M'vscw'h  V^ 
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kneading  il  to  encourai^  cuntratitions.  [f  the  us  is  not  suffi- 
ciently dilated  to  allow  of  the  head  paastrii  easily,  beware  of 
dragging  it  through  forcibly,  or  you  may  rupturo  the  cervix  and 
add  11  very  serious  risk.  In  some  casea  forceps  may  be  used, 
hut  as  a  rule  turning  la  the  hetter  method.  As  soon  as  the 
child  is  Ljorn  the  uterus  must  be  actively  compressed,  and  in 

•  most  oaseB  the  hand  should  at  once  be  introduoed  into  the 
utenis  to  clear  out  thu  clots  and  placenta.  A  very  hob  douche 
(120"  F.)  should  be  given  wt  once,  and  ctrgotin  hyiHxIermically. 

k  These  active  measures  require  to  be  adopted  to  prevent  post- 
partum haemorrhage,  which  is  apt  to  occur.  If  the  case  ba» 
been  a  severe  one,   saline   6uid   (1  dr.  of   common  salt  to  a 

,pint)  should  be  injected  either  directly  into  a  vein  or  into  the 
liar  tissues  of  some  part  of  the  body.     It  can  also  be  given 

'  into  the  rectum.  The  patient  should  he  freely  ^ttimulated  with 
brandy,  ether,  or  strychnine.  lu  a.  very  baU  casfj  it  would  be 
well  to  transfuse  before  attempting  delivery.  I  ^hall  deal  with 
the  methods  of  transfusion  and  treatment  of  collapse  from 
hieniorrbage,  wheu  discussing  post-partuin  huMiiorrhnge. 

I  shall  now  give  you  the  history  of  a  case,  which  illustrates 
the  serious  risks  one  runs  in  hastening  dilatation  and  delivery. 
under  any  circumstances. 

Caxe  III. — Mrs.  T.,  mt.  iwenty-seveii,  ii.-para.  This  patient 
hod  Iwen  delivered  by  me  on  Ist  October.  1896.  of  her  first 
child  hy  craniotomy.  The  cord  was  prolapsed  and  pulseless. 
Her  jiclvic  tneasuremcnts  wore  as  follows  :  Interspiuous.  10] 
in, ;  inieroristal,  lOi  In. ;  extenial  conjugate,  7  in. ;  diagonal 
conjugate.  3^  in,  The  true  conjugate  would  he  about  3)  in. 
Aooording  to  instructions,  she  came  back  for  iuduolion  when 
seven  and  a  half  months  pregnant.  She  was  admitted  into 
the  Glasgow  Maternity  Hospital  on  Isl  Ootober,  1897.  .\ 
bougie  wat?  pa>ised  into  the  uterus,  and  the  vagina  plugged  the 
evening  of  admission.  The  plugs  were  removed  sixteen  hours 
later.     The  os  wan  the  size  of  a  shilling.     During    the  next 


HJEMOHRHAGES  OF  LATER  MOSTHS  or  PHEGXAXCY.    197 


twenty-four  hours  not  much  progress  was  made.  On  the 
evening  o{  the  3rd  Ooiobor,  [  found  the  os  would  aduiit  two 
fingers  and  was  fairly  dilatable,  so  I  determined  to  pat  in  a 
Champetier  de  Kit>tiB'  bag,  and  leave  it  in  until  the  oh  diltiied. 
The  bag  was  easily  introduoed  without  giving  chloroform,  the 
patient  lying  on  her  left  side.  Warm  carbolic  lotion  was 
pumped  in  through  a  Higginson  syringe,  and  l>efore  the  l>a^ 
was  nearly  full  the  patient  suddenly  became  blanched  and  the 
pulse  grew  very  weak.  The  syringe  was  deta?hed  from  the 
l>a^  and  the  fluid  allowed  to  run  out;  only  a  little  came 
tUrough  the  tube,  and  it  was  blood-stAiued,  but  a  ^sh  of  blood- 
stained fluid  came  fix>m  the  vagina.  The  ba<;  was  withdrawn 
at  once,  when  there  was  a  treinendoos  x^sh  of  blood.  The 
bag  had  a  rent  nearly  an  inch  lou^  in  its  side.  As  the  uterus 
showed  no  indication  of  contracting,  and  the  hu^raorrhage 
continued,  Dr.  Black  agreed  that  I  ought  to  dilate  mauually, 
and  itim  at  once.  This  was  easily  elTect<Hl,  as  the  cervix 
yielded  readily  to  my  hand.  The  iMxly  was  dniwn  down  and 
the  arms  freed.  The  uterus  was  still  very  liabby,  and  I  was 
afroiid  that  iulemal  bleeding  might  continue,  ho  I  delivered  the 
head  at  onoe  by  supmpiibic  pressure  combined  with  not  very 
great  traction  on  the  IxkIv.  The  child  was  alive,  and  weighed 
61  lb.  The  placenta,  which  was  partially  in  the  vagina,  was 
removed.  It  had  been  attached  low  down  aud  was  very  soft. 
evidently  fatty.  A  hot  intra-utorine  creolin  douche  (120°  F.)  was 
given,  and  the  uterus,  which  had  been  very  dabby,  soon  con- 
tracted firmly.  A  hypodermic  injection  of  ergotin  (3  gr.)  and 
another  of  ether  (20  drops)  were  giveti,  and  a  pint  of  saline 
solution  by  the  rectum.  The  cervix  was  torn  oonsldorably, 
but  the  hot  douche  seemed  to  check  the  htieinoiThage.  The 
patient  had  rallied,  and  said  she  felt  better.  Hur  pulse  was 
U2,  and  of  fair  strength.  She  was  then  mode  comfortable 
and  a  firm  binder  put  on,  but  in  abcui  ten  minutes,  perhaps 
half  an  hour  after  delivery,  her  pulse  b^c&me  msx>j  \«:«3f}i*i  \^.'^> 
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ahe  looked  deoidedly  blanched.  Bleeding  hod  recurred, 
'evidently  from  the  cfM-vix.  as  the  uteiois  was  fairly  tiini.  The 
foot  of  the  bed  was  raUed  at  onoe,  and  2  oz.  brandy  and  3  oz. 
water  injected  into  the  recliim.  Another  hot  douche  (120''  F.l 
[.was  given  by  me,  while,  at  the  same  time,  Dr.  Webster  opened 
the  median  basilic  vein  and  transfused  6  pints  of  sulinu  fluid. 
The  puUe  improved  for  a  time.  As  the  hot  douche  failed 
to  check  the  oozing,  I  plugged  the  cervix  and  vapina  with 
iodoform  gauze.  Hot  a^ipUcations  and  stimulants  were  used 
freely,  but  she  gradually  sank,  and  died  two  and  a  half  hours 
after  deli\*ery. 

We  got  permisaion  for  a  post-mortem,  hut,  unfortunately, 
the  bo(iy  was  removed  without  the  resident's  knowledge  before 
we  could  have  the  examination  made. 

Two  other  De  Ribes'  bags  have  burst  iu  my  hands,  but,  for- 
tunately, the  othera  burst  in  the  vagina,  [n  this  case  the  burst 
wns  high  up,  and  the  lUiid  separated  the  placenta,  which  was 
verj-  friable  and  situated  low  down.  The  bag  is  a  large  one 
and  from  the  point  which  was  in  the  os  to  the  top  it  measures 
fully  4  in.  As  it  distended  the  membranes  would  l>e  stripped 
off  the  uterine  wall  and  be  pushed  up  before  it.  The  lower 
edge  of  the  placenta  may  even  have  been  slightly  se]>arAted  by 
the  strain  on  the  membranes  Iwfoi'o  the  iMig  burst.  Of  course 
that  bad  nothing  to  do  with  the  tearing  of  the  cervix,  except 
that  it  forced  me  to  deliver  by  ticconcUemnit  jorc^.  If  I  had 
delayed  the  deUvery  of  the  head  and  sacrificed  the  child,  the 
mother  might  have  been  saved.  One  can  always  Ik^  wise  after 
the  event.  This  cose  illustrates  the  grave  risk  incuiTed  in  mpld 
delivery. 

This  bag  seems  to  be  inmle  of  some  preparation  of  nibber. 

PThe  one  I  have  for  private  use  is  mode  of  silk,  and  sewed.  [ 
do  not  think  it  would  burst,  but  it  is  very  dilfioult  to  render 
Buch  a  bag  aseptic.  These  rubber  ones,  I  imagine,  have  been 
made  so  that  they  may  be  easily  rendered  aseptic.     I  shall 
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certainly  never  uae  nne  of  them  again.  The  silk  one,  I  Imva 
found,  does  well ;  bnt,  after  sooh  an  experience.  I  cannot  so 
Htrongly  ooinmend  their  use.  as  ia  done  by  some  obetetricians. 

The  methods  of  treatment  I  have  given  you  ure  the  ones 
I  have  found  most  effioacious,  but  )^u  will  find  a  very  different 
method  described  in  Jellett's  Short  Pnicticea  of  Midwifery. 
In  the  preface  to  that  work,  Smyly  aaya  ;  *  In  the  first  two 
years  of  my  mastership  1  treated  all  serious  oases  of  accidental 
heeraorrhaf^e  by  rupturinj;  the  membranes,  and,  if  that  did  not 
prove  effectual,  delivery*  was  effected  by  version  and  extraction 
or  perforation.  The  rcsidts  were  so  bad  that  I  resorted  to 
plugging  in  all  cases  of  external  hirmorrhage  in  which  the 
tnembraneB  were  intact  and  labour  pains  absent  or  feeble — 
that  is,  in  the  great  majority  of  cases — and  with  excelleiit 
results.  The  fear  that  an  external  would  be  converted  into  an 
internal  htemorrha'^e  proved  ^^undless."  The  case  of  Mra. 
K.,  which  I  have  already  related  to  you,  shows  that  this  fear  is 
not  groundless.  It  began  as  on  external  form,  but  was  con- 
verted into  an  internal  by  the  plugging. 

Jcllett  strongly  advocates  the  plug.  He  says :  "  If  the  blood 
cannot  escape,  then  it  must  cease  flowing  as  soon  as  the  cavity 
is  full.  There  is  no  room  for  any  considerable  quantity  of 
blood  to  escape  into  a  healthy  uterus  occupied  by  an  unrup- 
tured o^oim.  If  a  vessel  mptnre  in  such  a  case  and  no  blnod 
escape  thixiugh  the  os,  the  pressure  in  the  uterus  would  rapidly 
l>ecome  greater  than  the  blood  pressure,  and  the  hiemorrhage 
would  cease.  If,  on  the  other  hand,  the  uterus  be  unhealthy 
and  dilate  before  the  blood  pressure,  then  the  amount  of  the 
hteuiorrhage  is  only  limited  by  the  dilatalnlity  of  the  titema." 
This  is  all  true  enough,  but  the  unfortunate  thing  is  that  we 
rarely  have  to  deal  with  a  healthy  uterus.  If  ift  were  healthy, 
the  placenta  would  not  separate  except  under  very  exceptional 
circumstances.  The  placentte.  in  the  oases  which  I  have  exam- 
ined, have  all  been  in  an  unhealthy  condition.     JeUettwA.^s.x.'cA 
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hsemorrhage  is  primarily  due  to  an  endometritis.     A  uterus 
with  cndometritia  is  not  a  healthy  one. 

Nature's  method  of  checking  hemorrhage  is  not  by  pressure, 
but  by  con  Lniotion  and  retraction  of  the  uterine  muscular  fibres. 
The  only  way  to  get  that  is  by  emptying  the  uterus,  a  practice 
I  hare  always  carried  out  when  any  active  hsmorrhage  was 
going  on.  In  a  large  number  of  cases  of  the  external  variety, 
the  only  one  I  have  lost  was  that  of  Mrs.  T.,  just  related,  and 
it  was  a  very  exceptional  one.  I  am  afraid  I  was  too  anxious 
to  get  a  live  child  in  that  case,  and  it  was  of  course  complicated 
by  a  considerable  coutraction  of  the  pelvis.  Hupturing  the 
membranes  may  sufhce  when  active  contractions  are  going 
on,  but  I  would  never  trust  to  it,  if  there  had  been  muoh 
hemorrhage.  If  hsBmorrhage  is  going  on,  I  think  the  best 
treatment  is  to  dilate  and  deliver,  with  due  precautions  not  to 
jMsente.  If  the  hfEmorrhage  has  ceased  and  the  patient  ia 
Dot  collapsed,  you  may  wait  and  watch  her.  If  she  is  verj- 
much  collapsed,  you  should  stimulate  her  and  give  a  saline 
injection  before  dehvery,  leet  the  shock  of  the  delivery  prove 
fatal,  even  without  any  poet-portum  bleeding.  The  treatment 
of  the  external  form  is  oomparativoly  simple,  but  in  the  con- 
cealed we  have  a  much  more  serious  ditliculty  to  face. 

Treatment  of  the  Concealed  or  Internal  Variety. — 
Jellett  says:  "The  only  treatment  which  is  of  any  avail  in 
these  cases  is  the  accouchement  force,  or  Porro's  operation  ". 
The  former  I  have  tried,  and  I  must  confess  the  results  have 
not  been  encoiu^giog.  Rupturing  the  membranes  has  been 
advocated,  but  this  I  consider  dangerous,  as  the  uterus  is 
paralysed  and  will  not  contract,  so  that  the  escape  of  the 
liqooi  amnii  makes  more  room  for  blood  to  be  poured  out. 
If  accouchement  force  is  decided  upon,  the  patient  should  hrst 
be  freely  stimulated  and  given  a  largo  injeotion  of  saline,  either 
Dto  the  areolar  tissues  or  directly  into  a  vein.  As  soon  as  the 
iohild  is  deUvered  the  uterus  should  be  emptied  of  the  placenta 
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ad  clots,  and  every  efifort  made  to  get  it  to  contract  by  hot 
^^ouches,  ergotiD  hypodermically,  and  firm  suprapubic  pressure. 
^  Porro's  operation  I  have  not  tried,  but  it  has  been  done 
with  success.  In  a  hospital  it  could  be  adopted,  but  in  private 
work  I  am  afraid  one  could  hardly  do  it.  If  I  have  another 
ease  like  that  of  Mrs.  E.  I  shall  try  it,  after  giving  a  large 
saline  injection. 


CHAPTER  XVri. 

THE  Hi<BMORRUAGES  OP  THE  LATEK  MONTHS  OP  PHEG- 
NANCY— UNAVOIDABLE  H.^^MORRHAOE  FROM  PLACENTA 
PRjEVIA. 


Buidl'i  Ring — Retraction  and  Contmction — Defuiition  of  I'liu-euiu 
Pneviii — Average  of  Occurrence — Time  of  Occurrenw  of  the  Hiviiior- 
rliage— Source  of  the  Hwinorrhage — Cannes  of  Placenta  Praivia— 
Si«DB  uid  SyiuplomB — DiftffnosiB— Prognosis — Treatment. 

TaK  next  form  of  hiemorrhagu  wc  shall  consider  ie  the  unavoid- 
able, which  arises  from  the  oondition  known  as  placenUi  prsevia. 
In  these  casen  the  whole,  or  part,  of  the  placenta  is  attiLL*hed  to 
the  lower  uterine  area  or  segment,  or  thiU  i>art  of  the  uterine 
cavity  wluch  lies  below  the  retraction,  or  IJandl's  rin^. 

Wliat  is  the  Retraction  Ring,  and  where  does  it  Lie  ? — 
U  is  a  muscular  riuir  whicli  marks  the  junction  nf  the  lower 
uterine  segment  with  the  active  part  of  the  uterus.  The  lower 
uterine  segment  is  the  part  which,  during  lahour,  become* 
sirelobed  and  thinned  out,  or,  in  other  words,  l^ecomes  uiualised, 
just  as  the  cervix  and  vagina  do.  It  remains  passive.  In 
the  full  time  uterus,  the  upper  boimdary  of  tlie  lower  uterine 
segment  lies  from  2i  in.  to  3A  in.  aljove  the  os  internum.  The 
peritoneum  over  this  segment  is  loosely  attached,  and  becomes 
closely  adherent  just  at  the  position  of  the  ring.  A  large 
oirouUr  vein  is  usually  found  in  the  wall  at  the  ring. 

As  lalxiur  advances,  the  lower  uterine  segment  thms  out  or 
becomes  stretched,  and  the  retraction  ring  rises  higher  and 
higher  in  the  abdomen.     In  ordinary  cases  the   ring  is   not 
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palpable,  but  if  there  be  any  obstructiou  to  the  advaaoe  of  the 
preseating  part  it  will  soon  beoomc  apparent  to  the  touch. 
Whenever  the  retraction  hng  can  easily  lie  felt,  you  have  an 
indication  that  there  is  danger  of  the  uterue  rupturing. 

The  drawing  (fig.  7)  shows  the  ring  very  markedly.  It 
was  obtained  from  a  case  of  mpture  of  the  uterus  which  waa 
brought  into  the  Glasgow  Maternity  Hospital  from  the 
country.  She  died  a  few  minuiies  after  »dint&aion,  and  we  ra- 
movtKl  the  uterus  poat-niortem.  The  uterus  with  the  cliild  in 
»ilit  was  hardened  in  formalin,  and  now  that  the  child  has  been 
removed,  and  the  posterior  wall  cut  away,  you  can  sec  the  ring 
very  distinctly,  forming  a  ledge  right  round  the  interior.  You 
will  notice  how  this  lower  part  of  the  uterus  below  the  ring  has 
been  thinned  out.  The  peritoneum  over  it  is  loosely  attached, 
bat  firmly  adherent  at  the  ring.  The  rupture,  you  will  observe, 
is  the  exact  shape  of  the  hack  of  the  closed  hand.  It  only 
extends  through  the  muscular  layers.  The  loose  peritoneum, 
you  will  notice,  has  allowed  of  a  targe  qufintity  of  blood  being 
poured  out  under  it.  In  fact,  there  was  a  large  htcmaioma 
roond  the  greater  part  of  the  uterus  and  extending  into  the 
broad  ligament.  The  circular  vein  is  also  apparent.  The 
patient's  pelvis  was  not  oonti-acted,  but  the  child  presented  by 
the  (ace  with  the  chin  posterior.  It  was  a  very  large  child, 
and  the  face  could  not  enter  the  brim.  Attempts  were  made 
to  deliver  with  forceps,  and,  unfoitunately,  when  these  (ailed, 
version  was  tried.  By  this  time  the  liquor  amnii  had  been 
ftway  for  aonie  time,  and  the  lower  uterine  segment  had  be- 
come dangerously  thinned  out,  as  you  can  see.  When  an 
attempt  was  made  to  pass  the  liand  in  to  grasp  a  foot,  incom- 
plete rapture  took  place,  and  a  large  amount  of  blood  was 
poured  out  under  the  peritoneum.  The  woman  collapsed,  and 
by  the  time  she  was  brought  tu  us  from  some  distance  in  the 
country  she  was  moribund.  In  passing,  I  may  say  the  proper 
treatment  in  this  case  would  have  been  version  early,  if  it  could 


H.^MORRHAGES  OF  LATER  MONTHS  HI-  PKEl.NANCY.    to$l 


not  hftve  been  converted  into  a  vortex  prusentattnn,  l>e[oi\-  ilie 
lower  uterine  segment  had  become  thinned.  Craniotomy 
should  have  been  done  instead  of  an  attempt  at  turning  after 
forceps  (ailed.  Early  version  would  have  saved  the  mother,  and 
very  probably  the  child  also.  1  Bhatl  refer  to  thin  again,  but  In 
passing  I  would  like  to  insiat.  that  if  you  fail  to  deliver  with 
forcejw  (i.f.,  if  the  instninionts  do  not  8lip\  never  attempt  to 
liirn.  Yuu  will  not  \m  likely  tu  save  the  child,  and  in  many  cases 
you  will  cause  the  death  of  the  mother  by  rupturing  the  uterus. 
This  stabement  refers  to  vertex  as  well  as  face  presentations. 
I  am  well  uware  that  turning,  after  failure  with  forceps,  is  a 
oommon  practioe,  but  I  have  seen  the  terrible  result  of  rupture 
of  the  uterus,  in  more  than  one  case  brought  to  the  hospital  In 
a  moribuutl  condition, 

Retraction  and  Contraction  ore  two  leruiB  which  are  used 
frequently  in  describing  labour.  They  refer  to  what  takea 
place  in  the  muscular  fibres  of  the  uterus,  tn  contraction  of  a  , 
muscle  the  fibres  shorten,  aud  wlitru  relaxation  takes  place  ihey^ 
return  to  their  original  lengtli  from  the  elastic  reaction.  Be- 
tractlon  is  something  tnore  than  this.  In  relaxation  the  fibres 
do  not  return  to  thoir  original  length,  but  remain  somewhat 
thickened  and  shortened.  This  is  what  is  known  as  retraction. 
Contraction  is  temi>orary  and  trausient.  but  retraction  is  per- 
manent and  progressive.  The  uterine  wall  above  the  retraction 
ring  contracts  and  retracts  and  becomes  thickened,  while  below 
the  ring  it  thins  out.  In  Caesarian  section  operations  this  is 
sometimes  very  clearly  shown.  The  retraction  ring,  if  out 
through,  can  be  plainly  seen ;  the  uterine  wall  above  it  will  be 
quite  thick,  while  below  it  will  be  thin. 

[t  is  the  retraction  of  the  uterine  muscular  fibres  which  ia 
the  great  factor  in  preventing  hemorrhage.  If  a  uterus  re- 
mains big  and  flabby  after  the  child  is  born  hsmcHThage  will 
come  on,  hut  if  it  becomes  firm  and  remains  so,  there  is  no 
risk.     We  usually  speak  of  it  being  well  couVcwiveA.  «>^^6?&.\^. 


CLINICAL  OBSTETRICS. 

assumes  the  cricket  ball  shape  and  feel,  bat  it  woald  be  more 
accurate  to  dertorih<^  it  as  well  retracted. 

Definition  of  Placenta  Preevia.— Placenta  pnevia  is  de- 
tined  as  the  iinptantatioii  of  the  placenta,  in  whole,  or  in  part,  in 
the  lower  uterine  area,  that  is,  in  the  pan  of  the  uterine  cavity 
which  lies  below  the  retraction  ring,  or  the  port  which  stretches 
during  labour.  This  part,  ae  I  have  already  said,  lies  between 
the  09  internum  and  about  2A  in.  to  3^  in,  above  it,  and  is 
character itiod  by  :  (1)  itB  thinness  ;  (2)  the  longitudinal  arrange- 
ment of  the  muscle  fibres;  (3)  the  loose  attachment  of  the 
pentoneuro ;  (4)  the  presence  of  a  circular  vein  at  its  upper 
limit.  Tho  placenta  is  never  attached  to  any  part  of  thoa 
cervical  oaual,  but  may  be  entirely  over  the  os  inieriium.  AaV 
thi»  part  of  the  uterus  must  expand  or  stretch  during  canalisa- 
tion of  the  tract,  the  placental  attachment  must  necessarily  be 
torn  through,  and  rupture  of  the  utero-placental  sinuses  occur, 
hence  the  luemorrhage  is  known  as  unavoidable.  I 

Average  of  Occurrence. — It  is  said  to  occur  about  once 
ia  a  thounaud  cases,  but  in  my  experience  it  Js  much  more 
fre«]uent.  It  is  said  to  l)e  very  rare  with  twin  pregnancies. 
The  late  Dr.  Angus  Macdonald,  I  believe,  put  the  average  with 
twins  as  onco  in  44,500  labours,  aot  twin  labours  of  course. 
I  have  been  going  through  the  books  of  the  outdoor  depart- 
ment lately  and  have  found  one  case  in  about  twenty-five 
years'  work,  but  curiously  enough  during  the  lost  year  there 
have  been  two  cases  in  the  hospital  under  my  care.  I  have 
also  had  one  in  private  within  the  last  few  years.  They  are 
certainly  rare,  but  not  so  rare  as  Macdonald  believed.  Like 
accidental  hiDmon*hage  the  unavoidable  form  is  much  mora  _ 
frequent  in  multipnrous  than  primiparous  cases.  fl 

In  the  outdoor  department  of  the  Glasgow  \faternity  Ho8- 
pjtal  it  occurred  105  times  in  41.111  labours  (1  in  391),  and 
in  the  indoor  63  times  in  10,179  labours  (1  in  161).  By 
combining  the  two  we  get  168  cases  in  51,290  labours  (1 
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306;.  The  eatimate  froui  the  outdoor  cases  is  pretty  neafly 
oonreot.  while  that  for  the  iudoor  ia  too  high,  because  many 
of  tiie  cases  are  sent  in  by  outside  doctors.  In  the  year  1900 
our  »veiu<{e  in  the  indoor  department  was  alMDUt  1  in  50. 

Time  of  Occurrence  of  the  Hemorrhage. — It  usually 
occurs  from  the  sixth  month  onwards.  A  large  number  oocur 
during  the  serenth  month.  The  patients  do  not  generally  go 
to  full  time.  As  I  liave  ah*eady  stated  in  a  former  chapter, 
some  cases  of  placenta  prtevia  abort  in  the  early  months. 

Varieties. — Two  varteties  are  sometimes  described,  ru., 
first,  complntf  or  central ;  second,  iiicomptete  or  purtuU  ;  but 
mure  frequently  three  varieties  are  given,  viz.,  first,  complete 
or  central,  when  the  placenta  completely  covers  the  os  internum  ; 
second,  partial  vr  laicrai,  when  the  us  is  appruaclied  ur  jxirtly 
covered  by  the  placenta ;  and  third,  m(ir>jiniil,  when  only  the 
margin  of  the  placenta  extends  into  the  lower  uterine  segment. 
This  latter  form  is  probably  more  common  than  is  generally  sup- 
posed. When  slight  hicimorrhage  occurs  during  labour,  as  it 
not  infrequently  does,  it  probably  arises  from  the  separation  of 
a  small  portion  of  placenta,  which  has  been  attached  below 
Bandl's  ring.  The  incomplete  or  partial  of  the  (irst  classi- 
fication  includes  tlie  partial  and   marginal  uf  tlin  stH!ond. 

Source  of  the  Haemorrhage. — The  main  source  ia  from 
the  utero-placental  sinuses,  but  a  bttle  comes  from  the  placenta 
when  a  cotyledon  is  partially  torn,  and  some  from  Meckel's 
flinus.  The  main  blood  supply  to  the  sinuses  is  from  a  branch 
of  the  uterine  artery,  which  passes  downwards  through  the 
uterine  wall  to  the  curling  arteries,  which  pass  to  the  decidua 
and  open  into  the  sinuses.  The  blood  is  carried  back  by  veins 
into  venous  sinuses  in  the  uterine  wall.  There  is  thus  a  very 
free  blood  supply.  Whei'e  the  arteries  and  veins  pass  thraugh 
the  apong)'  layer  of  the  mucosa  they  are  thin  walled  and  easily 
torn,  fn  an  ordinary  case  of  labour,  when  separation  oeours 
during  the  third  stage,  tliero  is  very  hlUc  bVoe&Mu^,  \rac»»sA  (j^ 


30» 


CUBICAL  OBSTETRICS. 


the  retraction  of  the  uterine  muscalar  fibres  compressing! 
branches  of  the  arteries  and  veins,  and  practically  closing  then^ 
up  ;  but  in  a  casa  of  placenta  previa  there  is  no  retraction  of 
the  tower  uterine  segment  to  da  this,  therefore  the  bleeding  is 
profuae.  ^ 

The  actual  cause  o[  the  separation  of  the  placenta  is  w^ 
increase  in  area  of  the  lower  uterine  segment.  In  full  dilata- 
tion, this  area  increases  over  two  and  a  half  times,  but  a  ver>- 
muoh  less  iuDrease  is  sulHciGnt  to  cause  detachment.  The 
placenta  cannot  expand  to  keep  paCe.  as  it  were,  with  the 
expansion  of  its  site,  so  the  attachment  must  be  torn  through. 
In  some  eases  you  have  haemorrhage  occurring  l>efore  dilata- 
tion can  be  detected.  These  are  really  cases  of  accidental 
haemorrhage  in  a  case  of  placenta  prtisvin.  Vou  can  easily 
understand  how  any  of  the  oausee  I  have  already  given  you 
of  accidental  haimoiThage  with  &  normally  attached  placenta 
would  be  much  more  {>otent,  if  the  placenta  were  situated  in 
the  lower  uterine  area. 

Causes  of  Placenta  Prjcvia. — It  arises  from  a  low  impUd 
lation  of  the  ovucn.  Some  observers  maintain  that  it  is  doe 
to  the  placenta  developing  over  part  of  the  dccidua  reflexa. 
Webster  has  published  drawings  of  a  case  which  proves  this. 
In  many  cases  there  has  been  antecedent  uterine  disease.  I 
have  seen  two  where  endometritis  had  lieeu  present  before  im- 
pregnation. In  such  cases  the  utorine  cavity  is  enlarged,  and 
this  would  allow  of  the  ovum  slipping  down  U)  the  tower  part. 
This  would  also  account  for  the  greater  freqtwncy  among  multi- 
paree,  and  for  the  fact  that  when  it  does  occur  in  a  primiparoua 
woman  she  is  usually  an  elderly  one. 

Signs  and  Symptoms. — The  chief  sign  is  htcmorrbage,  the 
onset  of  which  is  sudden,  without  any  apparent  cause,  as  a  rule. 
It  frequently  oocurs  when  the  patient  is  in  bed.  The  Brat  attaok 
may  be  slight,  ceasing  in  a  little,  to  recur  in  some  hours,  or  days, 
or  even  weeks  later.     On  the  other  liaud,  it  may  be  very  severe 
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and  peraiatent.  At  first,  aa  a  rale,  ao  pain  will  be  felt,  bnt 
after  a  time  oontrnctione  will  get  in.  You  will  find  it  stated 
that  the  hiDmorrhaf^e  occurs  during  the  paine,  as  the  plaoental 
attaohmenl  is  then  being  torn  through  and  the  sinuses  o|)oned 
into.  Ae  a  matter  of  fact,  the  contractions  of  the  uterus  tend 
to  losaen  the  blood  supply  for  the  time  l)eiRg,  by  comprcssiug 
the  uterine  arterieB ;  but  they  also  tend  to  press  out  the  blood 
which  has  already  escaped.  In  the  lateral  and  marginal  variety 
the  contractions,  by  driving  the  presenting  parts  down,  compress 
the  placenta  and  stop  the  hu*morrhage,  juKt  ilk  a  plug  does  Tn 
my  last  chapter,  1  pointed  out  that  the  uccurretice  of  liu.>morrbagc 
during  the  pains  wan  no  indication  that  it  was  a  case  of  placenta 
prievia,  and  not  one  of  accidental  huicnorrhage. 

If  the  haemorrhage  is  great,  the  patient  will  show  signs  and 
symptoms  of  collapse,  rU.,  pallor,  weak  and  rapid  pulse,  rest* 
tessoess.  riuKiug  in  the  ears,  faintness,  etc. 

A  vaginal  examination  may  not  reveal  much.  The  os  may 
be  completely  closed  and  the  presenting  part  not  felt,  as  maU 
presentations  are  very  common,  both  from  the  case  being 
premature,  as  a  rule,  and  from  the  altered  flhape  of  the  uterine 
cavity.  Vou  may  bo  able  to  make  out  a  thickened  boggy  feel- 
ing in  the  fomicea.  In  most  oases,  however,  the  os  will  be 
sufiioieutly  open  to  allow  a  fiager  to  pass,  and  the  placenta  to 
be  felt.  This  can  easily  be  done  in  the  central  and  laierai 
variety,  bat  in  t>he  marginal,  you  will  have  to  pass  yoiu*  finger 
well  in  and  sweep  it  round.  The  placenta  feels  roui^her  than  a 
blood  clot,  and  cannot  be  broken  down  easily. 

Ditufnosia. — In  a  case  of  sudden  htemorrhage.  from  the  sixth 
month  onwards  to  full  time,  it  must  either  be  due  to  accidental 
haemorrhage  or  placenta  pra^via,  except  in  rare  oases  of  injury 
to  the  vagina  or  cervix,  or  cancer  of  tlie  cervix.  The  history 
of  the  unset  will  not  help  you  much.  You  wlU  Imve  to  depend 
on  an  examination.  If  the  cervix  will  admit  your  finger,  as  it 
uauallv  will,  and  you  feel  the  placenta,  it  is  a  coae  of  \^^aj»&wv& 
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prgevia.  If  you  cannot  reaoh  the  placenta  hy  sweeping  yd 
fin^Gr  round  the  lower  uterine  area,  it  will  be  a  case  of  acci- 
dental hemorrhage.  If  you  cannot  get  your  finger  in,  ycMX 
cannot  be  absolutely  sure.  A  bo^^y,  thickened  feeling  in  one 
or  other  fornix  will  strongly  point  to  placenta  prscvia,  but  this 
18  not  to  be  relied  upon.  Some  men  profefts  to  be  able  to 
diaj^nose  placenta  prpevia  by  abdominal  palpation  atone. 
Frankly  speaking.  I  may  say.  1  have  never  been  able  to  do 
so.  and  am  afraid  I  nevor  shall. 

Pro'jnosis. — It  is  a  dangerous  condition,  especially  for  the 
child.  The  central  variety  is  the  moftt  dangerous,  the  lateral 
less,  and  the  marginal  least.  Of  the  lOS  cases  abready  referred 
to  37  died,  giving  a  monality  of  22  per  cent.  This  is  & 
lower  mortality  than  is  ^iven  in  many  text-books.  It  includes 
cases  treated  between  18f3^J  and  1^98  inclusive.  In  the  in- 
door department,  between  the  years  1839  and  1898  inclusive, 
of  the  45  oases  treated  6  died,  giving  a  mortality  of  a  little 
over  13  per  cent.  This  shows  a  considerable  improvement,  and 
it  must  be  borne  in  mind  that  a  large  number  of  those  oasea 
come  to  the  hospital  after  they  have  lost  a  great  deal  of  blood. 
As  a  mutter  of  fact  some  of  them  were  moribund.  Of  150 
cases  oolleoled  from  the  hospital  records,  going  back  for 
twenty-five  years,  and  those  I  have  had  in  private,  40  were 
complete,  and  110  partial,  i.e.,  lateral  and  marginal.  Of  the 
40  complete  7  died,  equal  to  a  percentage  of  llh  Of  the 
110  partial  13  died,  or  UK  percent.  The  average  over  all 
was  13i  per  cent.  In  looking  more  fully  into  the  cases,  how- 
ever, it  is  seen  that  of  the  50  treated  from  iwenty-five  to 
fifteen  years  ago  28  per  oent.  died,  while  the  remaining  100 
cases,  which  include  my  private  ones  and  were  treated  within 
recent  years,  give  a  peroentage  of  (i.  Even  better  results  than 
(his  should  be  got,  if  you  get  the  cases  early,  and  treat  them 
properly. 

The  prognosis  (or  the  child  is  very  grave.     In  the  series  of 
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150  oasee  referreti  to  rhero  were  3  oases  of  twinn.  and  of  the 
153  chitdron  91  were  born  dead,  while  n  >^uud  matty  of  thusti 
born  olive  only  survived  a  short  time.  Fully  60  per  cent,  of  the 
children  are  usually  lost  at  the  tinier  of  labour,  while  aome  of 
them  arc  too  preinatui'e  to  live  any  length  of  time. 

7V*fl/™m/.— Palliative  treatment  should  be  tried  when  the 
htemorrtiaKe  is  sbght,  moi*e  especially  if  it  is  before  the  child  is 
viable.  You  may  l)e  ahle  to  tide  the  patient  over  for  a  time 
antil  the  cliitd  has  suBiciently  developed  tc>  tjo  viable.  Should 
the  haemorrhage  recur,  active  treatment  should  be  adopted  in 
the  interest  of  the  mother.  Remember  that  the  mother's 
interest  is  paramount. 

PalliaUve  treatment  consists  in  keeping  the  patient  at  aUolute 
rest  in  bed,  under  an  opiate,  if  nooc'ssary.  The  bowels  should 
be  gently  moved,  and  the  diet  carefully  regulated.  HiPiiiostH.tic 
drafts,  locally  or  internally,  are  of  no  use.  In  hospital,  one 
has  a  chance  of  keeping  the  patient  going  for  a  little  without 
much  risk,  as  she  is  continually  under  observation,  and,  if  the 
lia:morrhage  recars,  measin*es  can  be  token  at  once. 

With  piivate  {jatients  you  must  impress  upon  their  friends 
the  importauce  of  nending  for  you  at  once,  if  there  is  any 
blefHling.  I  know  of  one  case  where,  in  spite  of  the  strictest 
warning,  a  [jatlent  was  allowed  to  bleed  for  several  hours  before 
assistance  was  sent  for.  Her  life  was  lost,  as  she  was  mori- 
bund when  we  I'eached  her.  Women  are  so  accustomed  to 
losing  Urge  quantities  of  blood  at  stated  periods  that  they 
are  not  easily  ubLrniMl,  so  you  must  make  it  plain  that  yon 
ore  to  be  called  immediately,  if  the  bleeding  recurs, 

If  ihe  bleeding  has  recurred,  or  if  the  first  attack  ts  a  severe 
one,  active  measures  must  bo  adopted.  What  we  wish  to 
accompUsh  is:  (1)  to  check  the  hiemorrhage;  ('3)  to  dilate  the 
cervix  ;  (3)  to  deliver  the  child.  We  shall  first  consider  cases 
where  the  cervix  is  not  dilated.  The  best  thing  to  do  then 
ia  to  plug  the  vagina  thoroughly.  puahm^E.  &  \VU\&  <A  \\v&  ^«Nt:u(i 
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into  the  cervix,  if  it  will  fl<1mit  it.  This  must  of  course  he  rloue 
with  asvptic  preciiutiout^.  lodnfomi  guuze  or  u  kiti'-tAiled  plu^ 
may  be  used.  The  pressure  exerted  by  the  plug  stops  the 
blcediug,  white  at  the  same  time  uterine  coatmctions  are  set 
up,  and  dilatation  of  the  cen-ix  caused.  If  the  plug  is  properly 
inserted,  there  should  be  no  bleedioi^.  The  patieut  must  be 
watched.  In  six  or  eight  hours  the  plug  should  be  removed, 
und  if  the  cervix  is  nuBaciently  dilated  to  admit  two  fingere, 
bipolar  version  shoulii  be  done,  if  it  is  a  vertex  or  transverae 
preseaiation.  and  a  leg  brought  down.  If  Uie  cervix  is  not 
dilated,  insert  another  plu^  and  wait.  When  the  leg  is  onon 
got  down,  the  hreech  is  gently  drawn  into  the  cer\ical  canal, 
and  it  acta  as  the  best  possible  plug  and  dilator.  Wait  until 
uterine  action  expels  the  breech,  Massaginj^  the  uterus  through 
the  abdominal  wall  will  assist  this.  Turning  partially  empties 
the  uterus  and  allows  of  retraction  taking  place,  so  that  the 
uterine  arteries  are  partially  closed  and  the  bleeding  lessened 
in  that  way.  When  the  body  is  expelled,  beware  of  delivering 
the  head  tt^o  quickly.  If  the  cervix  grasps  the  neck,  wait. 
The  child  will  probably  be  saoritiued,  but  at  the  best  itu  chances 
ore  small,  so  that  no  risk  to  the  mother  should  be  ntn  for 
the  sake  of  a  weakly,  prematiu'e  child.  If  you  drag  the  head 
through  and  tear  the  cervix,  you  will  prnhahly  lose  the  mothei* 
from  uncontrollable  hamiorrhagf.  A  torn  cervix  is  a  daugerouB 
complication  in  an  ordinary  labour,  but  with  placenta  praHa 
it  is  much  more  so.  As  soon  as  the  child  is  born  the  uterus 
must  bo  firmly  kneaded.  The  placenta  will  usually  be  quickly 
expelled,  but  if  it  does  not  come  away  and  there  is  bleeding 
going  on.  introduce  your  liand  and  remove  it.  A  hypodermic 
injoolion  of  ergotin  should  he  given  at  once.  A  hot  douche  is 
usually  giveo,  but  its  action  in  these  cases  is  not  so  bcno6cia1 
as  in  ordinary  jmxt-jmrtum  haemorrhage.  The  plact?ntal  sinuses 
are  in  the  lower  uterine  segment,  which  at  first  lies  more 
or  less  open  in  the  top  of  the  vagina  until  the  cervix  regaina 
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tone  and  contracts,  and  the  stream  of  Huid  may  very  easily 
wash  the  olots  out  of  the  mouths  of  the  vessels.  I  have  seen 
this  occur  more  than  once.  If  suprarenal  extract  is  added  to 
the  doucho  the  styptic  action  will  obviate  this  risk.  If  the 
douche  does  not  quickly  check  the  bleeding,  at  once,  introduce 
your  hand  into  the  vagina,  and  firmly  compress  the  uterus  and 
cenix  between  it  and  the  other  hand  over  the  abdomen.  This 
uan  only  be  used  as  a  temporary  expedient.  If  you  feel  that 
the  cervix  ia  torn,  it  should  be  stitched  in  the  way  deHcribed 
on  page  '157-  If  yoii  cannot  stitch  it,  or  if  it  is  tiot  torn,  the 
uterine  cavity,  cervix  and   vagina  should  be  firmly  plug^^ed. 

In  cases  where  the  bleeding  is  severe  and  the  cervix  dilated 
sufhciently  tn  allow  of  bipolar  version,  do  it  at  once  without 
resorling  to  the  va>;inal  plug.  If  you  cannot  manaj^e  to  do 
bipolar,  do  podalic  version,  dilating  the  cervix  by  means  of 
bags,  or  manually,  until  the  hand  will  i>as8.  Deliver  with  the 
precautious  I  have  just  indicate<l. 

For  artificial  dilatation  Barnes'  or  Champotler  de  Kibes'  bogs 
are  very  useful,  and  they  may  lie  used  instead  of  the  vaginal 
pluj?.  Where  the  meml-iranes  have  been  ruptui-ud,  Champetier 
de  Ribei^'  bag  is  very  useful.  If  the  vertex  presents,  forceps 
should  iyet  useil,  a^  turning  will  probably  be  no  longer  possible. 

In  cases  where  the  cervix  is  fully  dilated  and  the  head 
presents,  you  may  use  (oroeps  instead  of  turning. 

Rupturing  the  membranes  has  been  advocated,  but  it  is 
not  11  good  method,  except  in  the  marginal  variety,  when  it 
may  suflice.  if  the  os  is  partially  dilated.  lu  such  a  case  the 
bleeding  will  be  checketl  by  the  presenting  pait  iKiing  jammed 
down,  but  dilatation  vnW  be  slow  and  subsequent  podalic 
version  rendered  diOicult  or  impossible,  while  bipolar  version 
will  be  out  of  the  question. 

The  treatment  of  the  central  variety  does  uoi  differ  from 
that  of  the  others,  p^xoept  that  in  lurulng  by  the  bipolar  method 
the   foot  must    be    bn^ught  down  tliruut^U   iVk^  c«:u\.vv^  o\  SXvc 
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placenta,  and  in  doing  podalic  version  the  hand  must  be  pasaed 
throUj*h  the  centre  of  the  placenta,  if  it  cannot  be  got  round 
the  edge  of  it. 

Sir  .lames  Y.  Simpson  advocated  stripping  oET  the  placenta 
completely.  Barnes  advocates  stripping  off  the  prtevial  portion. 
This  tends  to  favour  dilatntion  and  checks  the  hleedinf;,  but  it 
lessens  the  child's  chances.     It  is  useful  in  some  cases. 

In  any  case,  if  the  patient  is  very  much  collapsed,  give  her  a 
aalino  injection  before  or  after  delivery  and  stimulate  her  freely. 
In  all  cases  be  prepared  to  deal  with  po»t-partum  hiemorrhage. 

In  recent  years  CtB^ariaa  secUoa.  Purro'a  operation,  or  total 
extirpation  of  the  uterus  has  been  advocated.  In  this  country 
the  late  Lawson  Tait  was  the  first  to  strongly  advocate  this 
method.  He  did  a  Porro  and  saved  both  mother  and  child. 
Tait  was  undoubtedly  a  brilliant  operating  surgeon,  but  the  men 
who  have  to  tro^it  cases  of  placenta  pr^ovia  are  unfortunately 
nut  all  Taits.  In  reporting  his  case,  he  stated  that  the  death 
rate  from  placenta  prievia  treated  in  the  ordinary  way  was 
50  per  cent.  If  that  was  his  experience,  it  was  high  time  to  ■ 
ulopl  some  other  method.  ™ 

In  the  American  Oynrecological  ami  Obstetrical  Journal  for 
October,  1901,  E.  Gustav  Zinke,  M.D.,  Profes-sor  of  Obstetrioa 
and  Clinical  Midwifery  iu  the  Medical  College  of  Ohio,  strongly 
advocates  the  proceeding,  and  in  tiuppurt  of  his  opinions  quotes 
all  the  oases  which  have  been  reported  up  to  the  present.  Of  fl 
the  eight  cases  six  were  subjected  \o  C^sariau  section  and  two 
lo  Porro's  operation.  Of  these  live  mothers  were  saved  and 
six  children.  Of  the  three  mothers  lost  he  maiutains  that  two 
of  them  were  hopeless  when  opcmted  upon,  and  therefore 
shouM  not  be  counted.  Even  allowing  this,  I  fail  to  see  that 
17  per  cent,  can  be  favourably  com^xirod  with  what  is  the  true 
death  rate,  n'?.,  about  o  per  cent.  I  am  perfectly  willing  to 
admit  that  more  uhildnm  will  lie  saved  by  the  operation,  bat 
this  is  the  utily  thmg  that  caa  be  said  iu  its  favour.     As  the 
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vast  majority  of  the  children  are  premature  their  chances  of 
surriring  are  at  the  best  not  very  brilliant,  and  for  the  sake  of 
the  child  the  mother  should  not  be  subjected  to  any  extra  risk. 
In  the  hands  of  brilliant  operators  like  the  late  Lawson  Tait 
the  results  would  no  doubt  be  good,  but  I  do  not  think  they 
would  ever  be  as  good  as  can  be  got  by  proper  treatment  in  the 
ordinary  way,  and  it  must  be  borne  in  mind  that  the  men  who 
have  to  treat  these  cases  are  not  usually  accustomed  to 
doing  abdominal  sections.  I  therefore  have  no  hesitation  in 
condemning  the  operation. 


CHAPTER  XVm. 

POST-PAIITUM  H.EMOaKHAGIi. 

Sourae  of  the  Biemorrhagc — Causes  of  tho  Atonic  Variety — VariAtieft— 
Primttry  and  SocoQdarj'—Dio^oBis—Prognoflia— Treatment — How  to 
Give  an  Intra-utorine  DouoTio — Method  of  Plugging  tho  Uterus — 
Method  of  OiviQg  a  Salioe  Injection  —  Traumatic  PDst-[tanutn 
HiPinorrLage. 

HaBuiorrhages  of  tho  Puorperium — Secondary  Post-pnrtmu  Hiemorrhage 
— Cases — UH>maioma — Oeciduoina  Malignuu. 


As  the  name  implies  this  form  uf  iiiemorrhage  occurs  after  the 
birih  of  the  ohild.  The  placenta  may  or  may  not  have  been 
expelled.  Whuu  the  pluoerita  is  still  in  the  uteroe  it  will 
usually  be  found  to  be  partly  adherent. 

Source  of  the  Hzemorrhage. — It  is  usually  from  the  pU' 
oeatal  site,  but  occasioually  from  a  lacerated  cervix  or  vagina. 

Nature's  method  of  checking  hiemorrhage  after  the  ehild  is 
bom  IB  by  the  uoulraoliou  aud  retraction  of  the  uterine  muaole. 
If  you  place  your  hand  on  the  abdomen  in  an  ordinary  case 
during  or  after  the  third  stage,  you  will  feel  the  uterua  harden 
during  a  pain,  but  in  a  short  timu  you  will  distinctly  feel  it 
soften  under  your  hand  when  the  paiu  has  passed  oft.  In  ao 
orclinHry  case  practically  no  bleeding  will  occur  during  the 
relaxed  comlition.  This  is  due  lo  the  reti-action  of  the  muaole 
fibres  closing  the  vessels,  and  also  to  the  clotting  in  the  mouths 
of  them.  In  the  great  majority  of  oases  the  hiemorrhage  Is  due 
to  a  want  of  contraction,  and  e8pccially  of  retiitction  of  the 
uterine  muacular  fibrei*.     This  may  be  kiiowu  as  the  atonic 
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form,  while  iu  thuse  caseti  where  it  comes  from  a  lacoratiun  ik 
may  bo  known  as  traumatic.     In  the  lattei'  form  contmctioa, 
and  retraction  will  not  check  it. 

Causes  of  the  Atonic  Variety. — 1.  The  commonest  cause" 
of  ali  if}  uteriDe  iuerliu,  which  may  arise  (»)  from  t>he  exhaustion 
of  a  too  prolonged  labour;  {b)  from  previous  overdistention  by 
a  multiple  pre-^naiicy.  hydratnnioa,  etc. ;  {c)  from  frequent 
pregnancies  closely  foUowinf;  each  other ;  ((f)  from  a  weak  Btate 
from  serious  constitutional  disease ;  (e)  from  too  rapid  delivery. 

2.  Large  placental  site  in  oases  of  twins  or  triplets,  and  in 
such  cases  the  overdistention  is  another  factor. 

3.  Kotcntiou  of  clots  or  pieces  of  placenta  or  membranoa. 
1.  Partially  adherent  placentae. 

5.  l^vious  haemorrhage  in  cases  of  plaoenta  prtevia  or 
accidental  haemorrhage. 

6.  Ha>morrhagic  diathesis  as  from  hemophilia,  purpura 
ha^niorrha^ioa,  aniumia,  etc.  Measles  is  said  to  predispose 
to  this. 

7.  DiseaseB  of  the  uterine  walla,  such  as  tihroids,  etc. 
Varieties — Primary  and  Secondary. — The  pritnarj-  occurs 

within  an  hoar  or  ao  or  dehvery.  while  the  secondary  may 
'occur  any  time  later  during  the  puerperium.  The  primary 
may  lie  subdivided  into  external  and  concealed.  The  latter 
is  rare. 

Sigim  awl  Stjmptonix. — The  jMitient's  pulse  becomes  very  <|uiok 
and  feeble,  and  she  collapses  and  may  faint.  The  utems  will 
lie  felt,  to  be  flabby,  and  there  will  usually  be  a  tpreat  j^isli 
of  blood  from  the  vagina.  In  a  few  cases  the  exteninl  loss 
is  trifling.  The  uterus  will  then  be  felt  to  be  much  larger  than 
it  should  ))e.  The  |»tient  will  show  ull  the  signs  of  collapse. 
In  any  case  shortly  after  or  during  the  third  stage  of  labour, 
if  the  pulae  suddenly  becomes  very  quick,  at  once  examine 
see  if  there  h  any  indication  of  hismorrhage  externally  or 
inoBHled. 


DiaytiosU. — A  quickened  pulse,  indications  of  collapse,  a 
liabby  uterus,  and,  usually,  a  great  gush  of  blood,  make  the 
diagnosis  easy. 

Proijtwsis. — It  is  a  very  grave  condition,  but  with  prompt 
and  proper  tresunent  the  majority  should  be  saved. 

Tifattwnt.  Prophtjlaetic. — If  a  patient  has  in  former  labours 
suffered  from  inertia  uteri  and  htfimon*ha>*e,  for  the  last  few 
weeks  of  pregnancy  she  should  take  small  doses  of  orgot, 
strychnine  and  iron.  This  will  tone  up  the  uterine  muscle. 
and  probably  prevent  post-partum  hemorrhage. 

In  no  case  should  labour  be  allowed  to  drag  on  indefinitely 
until  the  uterine  muscle  is  thoroughly  worn  out.  Timely  and 
proper  use  of  the  forceps  is  one  of  the  best  preventatives  we 
have.  If  in  the  second  stage  the  uterine  pains  are  lessening, 
do  not  wail,  but  put  on  forceps.  Always  deliver  slowly  and 
keep  the  uterus  firmly  pressed  down  against  the  body  as  it  is 
expelled.  Keep  your  hand  on  the  uterus,  and  keep  up  gentle 
friction  so  as  to  stimulate  its  contraotions.  Never  be  in  a 
hurry  to  express  the  placenta  horn  the  uterus  unless  there  is  a 
reason  for  doing  so,  but  as  soon  as  it  slips  into  the  vagina  expel 
it.  Forcible  expression  of  the  placenta  immediately  after  the 
child  is  Ijorn  is  bad  practice.  This  is  not  Nature's  method. 
After  the  placenta  is  expelled  the  band  should  tie  kept  on  the 
uterus  for  some  minutes  until  it  is  firmly  retracted.  If  the 
third  stage  is  properly  conducted,  post-partum  hfcmorrhage  can 
be  largely  prevented. 

In  cases  where  the  luemorrhage  comes  on  before  the  placenta 
iu  expelled,  try  at  once  ti  express  it  by  Cr^dd's  method  after 
firmly  kneading  the  uterus.  If  you  cannot  manage  this  do 
not  wait,  but  introduce  your  hand  and  remove  the  placenta 
and  olots.  Peel  the  placenta  off,  if  it  is  adherent,  and  make 
sure  you  get  it  and  the  nicmbi-anes  oomplettjly  away.  Enead 
the  uterus  down  firmly  on  your  closed  hand,  retained  la  the 
cavity,  or  compress  the  uterus  firmly  between  one  hand  in  the 


I 


■ 
I 

1 


POSTPARTUM  HMMORRHAGE. 

va^iaa  and  the  other  over  the  abdomen.  This  latter  method 
is  especially  aaefol  Id  cases  foUowiag  placenta  prccvia,  as  it 
hiinly  compresses  the  lower  uterine  segment,  from  which  the 
bleeding  is  ooming.  A  hoi  intra-uteiine  douche  (120"  F.) 
should  then  be  given  and  ergottn  hypodermically.  Ergot  by 
t)ie  mouth  does  not  act  qnickly  enough,  but  it  is  of  use  for 
keeping  up  the  contractions  later  on.  Active  compression  and 
friction  must  be  kept  up  all  the  time  until  the  uterus  gets 
firmly  retracted.  After  an  hoar  or  so  a  firm  binder  may  be 
put  on,  hut,  if  tli^re  is  any  indication  of  relaxation,  do  not  trust 
to  anything  except  your  hand. 

Injections  of  cold  water  were  formerly  used,  or  pieces  of  ice 
placed  in  the  uterus.     The  hot  water  is  much  better,  but  it 
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Pio.  6.— WubKbsr'a  inlta-uterine  glass  noxxlo. 

must  be  used  at  120''  F. — that  is,  just  as  hot  as  you  can  boar 
your  hand  in.  It  is  oomforiiug  to  the  patient,  and  docs  not 
cause  any  sliock  as  cold  would   Ive  apt  to  do. 

How  to  give  an  Intra- uterine  Douche. — A  continuous 
flow  should  be  used  :  not  an  intermittent  one,  as  (rom  a 
liggJDson's  syringe.  There  are  various  forms  of  douche  cans 
"" — metal,  glass,  and  rubber.  In  hospital  a  large  glass  one, 
which  will  hold  one  or  two  gallons,  is  the  most  useful.  The 
handiest  form.  I  find  for  private  work,  is  a  rubber  bag  one  with 
valve  at  the  top.  When  full,  it  can  be  allowe<i  to  lie  on  its 
ie  without  any  fluid  running  out.  It  holds  5  pints,  or  100 
ox.,  so  that  1  oz.  of  lysol  ot  creolin  added  makes  a  1  per 
cent,  ftotutioii.  The  liest  form  of  nozzle  to  use  is  a  long  cur^-ed 
grooved  glass  one  ttig.  Hi.     U  gives  &  good  tlo^.uu^  Suvsswk 
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the  rettiiQ  of  the  fluid.  This  form  can  very  easily  be  intro- 
duced into  the  uterine  cavity  without  passing  the  fingers  into 
the  vagina.  This  is  of  importance,  as  the  nslc  of  carrying  in 
septic  material  if^  thus  lessened.  Bozeman's  double  nozzle 
does  not  give  nearly  so  good  a  flow,  and  it  cannot  bo  used  with 
corrosive  without  blackening  it.  I  strongly  recommend  the 
glass  one.  It  is  very  chtMip.  can  bo  made  al>solutoly  stcnle 
by  boiling,  there  are  no  joints,  etc..  in  it  to  conceal  dirt.  It 
is  not  easily  broken.  If  a  short  piece  of  rubber  tubing  is 
attached  to  the  no/zic,  it  can  be  boiled  along  with  it  before 
using,  so  that  the  part  which  is  grasped  is  aseptic. 

There  are  two  positions  in  which  a  patient  can  be  douched — 
on  her  left  side  or  on  her  back.  The  latter  is  by  far  the  better. 
Her  hips  should  lie  well  over  the  e<lge  of  the  bed,  so  that  the 
fluid  will  run  off  the  mackintosh  into  a  liath.  If  you  have  no 
assistance,  you  can  place  two  chairs  for  her  to  rest  her  feet  on 
their  backs  :  or.  if  she  has  stockings  on,  get  her  to  grasp  the 
top  of  each,  and  hold  the  legs  up  herself.  This  gives  her 
something  to  do,  and  will  keep  her  attention  away  from  what 
you  are  doing.  The  external  parts  should  first  be  cleansed, 
and  then  the  vagina  douched  out,  l>efore  the  noz/.Ie  is  passed  on 
into  the  uterus.  Always  use  plenty  of  fluid.  If  you  are  using 
corrosive  sublimate,  end  up  with  boiled  water,  to  wash  out 
as  much  of  the  albuminate  of  mercury  as  possible.  Immedi- 
ately after  la)>our,  when  a  douche  in  necessary,  there  is  nothing 
Ijetter  than  boiled  water,  provided  the  labour  has  been  con- 
ducted on  aseptic  principles.  An  iutra- uterine  douche  must 
be  looked  upon  in  the  light  of  an  operation,  which  must  be 
doue  with  the  utmost  care.  A  nurse  should  never  be  allowed 
to  give  it. 

To  return  to  the  oonsidei-atton  of  heemoiThage.  If  it  should 
aoutinue  in  spite  of  douching,  etc..  there  are  two  other  methods 
which  may  be  adoptwl.  fu..  the  injection  of  a  styptic  and 
)ilugging.     The  use  of  peruhlorlde  of  irou  as  a  styptic  was 
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•>lroQgly  advocated  hy  Barnes,  flo  racotnmended  the  inJAO- 
tion  of  a  few  ounces  of  liq.  ferri  perchlor.  ih.V.)  into  llm 
uterine  cavity  after  clearing  all  the  clots  out.  The  stronj* 
liquor  may  be  used  hy  atlclinK  enough  (o  water  to  make  u 
sherry -coloured  fluid.  Besides  Its  astringent  action  it  irritates 
the  uterine  muscle  and  causes  contractions.  There  is  no  doubt 
of  itG  powerful  haemostatic  action,  but  it  has  the  i^itai  draw- 
back that  it  causes  a  certain  amount  of  superticial  necrosis,  and 
this  necrosed  tissue  has  to  fieparate  and  come  aw^y.  Necrosed 
tissue  lyin^  in  the  utems  is  ahvavs  a  source  of  danger  to  a 
woman,  and  markedly  so  to  one  who  has  had  a  severe  hipmor- 
'hage.  The  danger  of  septic  absoiptiou  after  htemorrhage  is 
very  f;reat.  If  iron  is  used  the  uterus  should  he  thoroughly 
douched  out  next  day.  Fortunately  we  now  possess  a  drug 
which  has  quite  us  powerful  a  htumostAtic  action  as  iron,  and 
it  has  the  great  advanta;^  of  not  causing  necrosis  of  the  tissues. 
i  mean  suprarenal  extract.  I  have  usnl  it  in  the  tablui<l  form. 
A  drachm  of  the  crushed  tabloids  18  boileii  for  three  minutes  e.nd 
Buftioienl  sterilised  water  addt^l  to  form  2  pints.  The  uterus 
is  then  doucheil  out  with  this.  The  U(|uid  preparations  could 
be  used  in  the  same  way.  and,  as  ihey  are  sterile,  boiling  would 
not  be  necessary.  I  do  not  recommend  the  use  of  iron,  and  if 
yon  should  not  have  suprarenal  extract  at  hand,  nr  if  it  should 
fail,  plugging  should  be  resorted  to.  Iodoform  gau/e  makes 
the  best  plug,  but  lint,  bandages,  or  strips  of  rag  may  )>e  used. 
provided  the  material  is  aseptic.  This  can  be  ensured  hy 
boiling.  A  speculum,  forceps  to  grasp  and  steady  the  cervix, 
and  a  pair  of  uterine  forceps,  facilitate  the  plugging;  hut  if  they 
are  not  at  hand  you  oan  do  without  them,  only  you  must  have 
something  with  which  to  pick  the  material  into  the  uterns. 
The  douche  nozzle.  long  silver  catheter,  or  a  sound  will  du. 
Long  strips  of  the  material  must  lie  pushed  right  up  to  the  fundus 
until  the  cavity  is  packed.  Always  leave  the  end  of  the  ntrip 
in  the  vagina,     .\fter  the  uterine  cavity  i*  fviVLt  ^V>\»j  v\«s  >rw^g».%. 
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firmly,  fchen  put  on  a  firm  binder.  The  plug  should  be  removed 
in  twelve  hours  or  go  and  the  uterus  thoroughly  washed  out 
with  au  autiseptio.  The  mouths  of  the  vessels  will  he  sealed 
up  by  that  time.  The  three  following  cases  may  he  taken  as 
illustrative.  The  first  case  was  oae  of  post-partum  haemorrhage 
after  accidental  h(pmorrhat;e.  In  spite  of  a  copious  hoi  douche, 
ergoliu  liypodermically.  and  friction  over  the  uterus,  tborc  was 
considerable  oozing.  I  plug^^  the  cavity  of  the  uterus  and 
the  vagina  firmly  with  aseptic  lint,  and  on  removing  it  twelve 
hours  later  there  was  no  bleeding.  She  made  an  unintenupted 
recovery.  The  tsecond  case  was  one  of  post-partum  hicmor- 
rhage  after  a  very  diffiouli  delivery  through  a  contracted  pelvis. 
She  was  pulseless,  and  required  an  injection  of  3  pints  of 
saline  fluid,  but  the  plug  completely  checked  the  htcmorrhage. 
In  the  third  case,  after  accidental  hiemorrhage,  it  did  not  do 
so  well,  as  I  had  not  sufficient  material  to  fill  the  uterine 
cavity  completely.  There  was  considerable  loss  a  few  hours 
later,  and  a  saline  injection  had  to  be  resorted  to.  The  plugging 
failed,  I)6cau3e  it  had  not  been  done  thoroughly.  The  patient, 
however,  made  a  good  recovery. 

If  the  patient  has  loijt  ruuch  blood,  she  will  be  Jn  a  collapsed 
condition,  and  this  must  be  seen  to  at  once.  When  much  blood 
is  suddenly  lost  from  any  cause,  the  vessels  do  not  have  time  to 
contract  to  aecommudatc  themselves  to  the  new  conditions  of 
things,  and  the  remaining  blood  tends  to  stagnate,  as  It  were, 
in  the  largo  dependent  veins.  It  is  not  properly  returned  to 
the  heart,  and  the  brain  suffers  from  antemia.  The  heart 
becouies  alTeoted,  because  it  has  not  sufficient  fluid  to  ooatr&ct 
on.  We  have  then  to  stimulate  the  heart,  get  as  much  blood 
sent  to  the  brain  as  possible,  and  increase  the  volume  of  fluid 
in  the  vessels. 

To  stimulate  the  heart,  hypodermic  injections  of  strychnine, 
ether,  or  brandy  should  be  given,  and  hot  fomentations  applied 
over  the  pericurdium.     A  rectal  injection  of  whisky  and  water, 
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3  oz.  of  eaoht  is  very  uBcfnl.     It  seems  to  cause  uterine  ooq- 

I  tractions,   and  is  thas  useful  in  two  n-ays.     The  ansmia  of 

the  braiu  can  be  relieved  by  lowering  bhe  patient's  head  and 

.  raising  the  fool  of  the  l>ed.     Bauda^in^  the  legs  and  arms  is 

f  also  useful.    If  the  patient  can  retain  fluids  she  should  be  given 

stimulant  by  the  mouth  frequently.     Copious  warm  drinks  of 

lea,  railk,  bDef-tea,  etc..  are  all  uaeful.     Her  warmth  should  he 

kept  up  by  means  of  hot-water  bottles. 

The  best  method  of  inci'easinft  the  amount  of  fluid  in  the 
vessels  is  hy  the  injection  of  u  saline  ao\u  tiou  (1  dr.  of 
common  tuilt  to  a  pint  of  Bterilised  water  at  the  temperature 
of  100" F.),  This  may  be  done  into  the  rectum,  under  the  skin 
into  the  cellidar  tissues,  or  directly  into  a  vein.  The  rectal 
injection  is  the  simplest  and  ejisiest,  and  is  very  useful,  if  the 
case  is  not  very  urgent.  The  absorption  is  slow,  and  often  the 
rectum  will  not  retain  the  fluid.  I  have  tried  all  three,  and 
from  experience  can  unhesitatingly  say  that  the  intercellular 
method  is  the  best  of  all. 

Method  of  giving  a  Saline  Injection. — The  apparatus 
Lmade  for  me  by  MeHsrs.  Gardner  <(  Sons  consists  of  an  aBpira- 
Ftor  trocar  and  canula,  several  feet  of  rubber  tubing,  and  a  2  oz. 
filler  fitted  in  a  metal  box.  The  whole  can  he  sterilised  by  l>okU 
ing.  The  injection  can  be  made  into  any  part  of  the  body  where 
the  tissues  arc  lax.  Under  the  edge  of  the  breast  or  into  the 
abdominal  wall  is  a  suitable  place.  The  skin  should  be  ren- 
ered  aseptic.  Kxpel  all  air  from  the  apparatus  by  running 
flome  fluid  through  the  canula  before  pushing  the  trocar  home 
in  its  oanula.  When  the  puncture  is  mode,  withdraw  the  trocar, 
and  raise  the  filler  several  feet.  If  the  fluid  does  not  flow 
freely,  move  the  canula  about  a  little  to  clear  its  point.  A  pint 
can  be  injected  iii  four  or  Qvo  miuutes.  If  the  tissues  are  at 
all  lax  a  couple  or  even  3  pints  can  be  used.  If  more  is 
required  another  puncture  can  be  made.  .A  strip  of  adhesive 
plaster  should  be  placed  over  the  small  wuuud.      NNsMyn^W)^ 
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begins  At  once  and  the  teosion  Id  the  part  will  be  qniokly 
relieved.  When  injected  into  the  axilla  there  will  be  some 
pain  and  numbness  in  the  arm  from  pressure  on  Che  nerves, 
but  thitt  Ih  quickly  relieved.  If  strict  aseptic  precautions  are 
taken,  there  is  no  risk  of  an  abscees  forming. 

The  after-trealmen  I  of  a  bud  case  of  htemorrhage  conBiats  in 
dving  the  patient  plenty  of  fluid  and  Htimulatin^  nourishment. 


'S  SCALE 


Fto.  9.— Halitte  infoiioo  apparmtuft. 

She  should  ^t  plenty  of  milk,  soups,  lieef  extract,  or  Iwef-tea, 
etc.  .-Mcohnlic  RtimnUntA  should  l>e  f^iven  kg  long  an  the  puU(« 
indicates  itK  ueoensity.  For  dni|;s,  iron  alone,  or  combined  with 
arsenic  or  quinine,  is  the  best.  As  these  cases  are  very  prooe 
to  become  septic,  tbe  (rreatesl  cure  must  be  taken  to  prevent 
this,  and,  if  it  occurs,  you  must  lose  no  time  tn  tulopiin^^  active 
measures  of  treatment. 
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Traumatic  Post-partum  Hemorrhage. — In  these  cases 
the  hsmorrhAge  comes  from  a  laceration  of  the  cervix,  vagiaa. 
perineum,  or  vulva.  These  lacerations  usually  occur  during 
Hiflicult  labours,  but  it  is  possible  to  have  very  extensive  tears 
in  natural  deliveries.  The  worst  bilateral  laceration  of  the  cer- 
vix T  have  ever  seen,  occurred  iu  a  prtmiparous  natural  labour. 
Fortunately  the  bleeding  was  not  very  severe.  I  had  to  put 
live  or  six  stitches  in  each  side  of  the  cervix  to  close  the  tears. 
The  cenix  is  sometimes  torn  in  forceps  delivery,  and  this  is 
apt  to  occur,  if  the  instruments  are  applied  before  the  os  is  fuUy 
dilated.  They  should  never  be  applied  before  full  dilatation  of 
the  OS,  unless  delivery  is  urgently  required  in  the  intei-est  of  the 
mother.  Delivery  should  then  be  effected  slowly  and  with  the 
utmost  care.  Deliver)'  of  the  after-coming  head,  especially  in 
cases  of  placenta  previa  or  of  accidental  haemorrhage,  is  apt  to 
tear  the  cervix,  unless  i^re&i  naro  h  taken.  I  have  alroady 
referred  to  two  cases  of  this,  and  ligure  10  is  a  drawing  made 
from  the  uterus  from  one  of  them,  a  case  of  placenta  previa, 
wliere  you  will  see  the  tear  extending  up  at  the  side  into  the 
body  of  the  uterus.  The  after-coming  head  was  dragged  through 
the  undilaled  cervix,  and  you  see  what  happened. 

Jjacerutions  of  the  posterior  vaginal  wall  and  perineum 
usually  go  together.  Yon  hear  the  forceps  frequently  blamed 
for  this.  The  worst  tears  1  ha\'e  seen  have  been  in  cases 
where  forceps  were  not  used  at  all.  I  frequently  use  the 
forceps  to  save  the  perineum.  There  are  cases  where  lacera- 
tion of  the  perineum  cannot  be  avoided,  but  if  the  axis  traction 
forceps  are  used  carefully,  and  the  delivery  effected  slowly, 
in  the  majority  of  oases,  if  there  be  any  tearing,  it  will  only 
be  slight. 

As  a  rule,  the  htemorrhage  from  vaginal  or  perineal  tears  iu 
not  alarming. 

I  have  seen  oousiderable  heemorrhage  from  a  small  tear  iu  I 
\'estLbaJe  trom  ooe  of  the  veuouH  plexuses  having  been  \a\\uK 
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Duufiiosii  of  Traumatic  Post-partum  Hamorrhwje. — There 
will  (>e  external  bleeding  going  on  although  the  atems  i^t  tirmly 
retracted.  A  vt^nal  examination  will  reveal  a  tear  in  the 
cervix,  vagina,  perineum,  or  vulva. 

Proijnosis.  —  It  is  grave  when  the  cervix  is  iHully  torn,  and 
Hpecially  so  if  it  has  been  a  case  of  placenta  pr»via. 

Treatment. — The  prophylactic  treatment  is  to  deliver  slowly 
and  with  great  cjire.  In  a  ca.ae  of  placenta  praevia,  do  not 
deliver  until  the  os  iu  HuSiciently  dilated  to  allow  of  the  head 
passing  easily.  If  the  hot  douche  fails  to  check  the  hspmor- 
rha^e  from  the  cervix,  you  must  stitch  it.  lo  fact,  if  there  is 
much  laceration,  even  if  there  is  uo  hienioiTha^e,  you  should 
stitch.  The  cervix  can  easily  be  drawn  down  to  the  vulva  to 
enable  you  to  put  the  etitches  in.  If  you  see  any  spouting 
vesseln  tie  them.  If  you  have  not  tlie  means  at  hand  for 
stitching,  you  must  then  trust  to  plugging,  but  this  is  not  as 
efficient.  In  a  tear  like  that  in  figure  10.  stitching  of  the  vaginal 
portion  of  the  cervix  will  not  do.  The  only  hope  of  saving 
the  womau  is  to  open  mto  the  lateral  fornix  and  tie  the  uter- 
ine artery,  and  if  that  does  not  auffice,  extirpate  the  uterus 
completely. 

The  following  case  may  be  taken  as  an  example.  The 
patient,  a  multiiMru  with  a  true  conjugate  of  3|  in.,  hod  induc- 
tion of  labour  performed  at  seven  and  a  half  mouths.  The 
cervtx  was  ver>'  rigid  From  old  cicatricial  contraction  from  tears 
In  former  ditticult  labours.  After  delivery  Inemorrliage  con- 
tinued in  apite  of  a  hot  douche  and  ergot  bypodei'mioally. 
The  bleeding  came  from  a  tear  in  the  left  side  of  the  cervix. 
I  at  once  drew  the  cervix  down  and  put  six  catgut  stitches  into 
it.  This  completely  controlled  the  hiemorrhage.  I  have  again 
successfully  delivered  this  woman  by  induction.  The  cervix 
did  not  tear  the  aecond  time. 

If  there  is  a  tear  in  the  \-agin&l  wall,  stitob  it  after  tying  any 
bleeding  points  you  see.     A  oontinuo\is  'ivilutft  ioe*  a\wi\xeji.^>i . 


338 


CLINICAL  OBSTETRICS. 


I  need  hardly  say  that  a  torn  perineum,  whether  it  is  bleeding 
or  not,  should  always  be  stitched  at  ooce.  A  tear  in  the  vesti- 
btilc  must  bo  traated  in  tha  same  way  It  in  very  easy  to 
conceal  the  taot  that  the  perineum  is  torn,  but  remember  that 
the  woman  will  beootne  painfully  aware  that  something  is 
wrong  after  she  gets  up,  and  she  will  not  bless  the  man  whn 
has  loft  hci*  in  suoh  a  ooadition.  I  have  beard  men  assert  that 
they  never  see  a  torn  perineum.  I  believe  them,  because  they 
never  examine  their  patients  after  the  child  is  born.  It  ia  no 
disgrace  to  tear  a  perineum,  but  it  is  a  disgrace  not  to  stitch  it 
when  ic  is  torn.  In  every  case,  even  in  normal  labours,  examine 
the  perineum  after  tbe  child  is  bora,  and  if  it  is  torn  half  an 
inch  or  more,  stitch  it.  The  deep  stitches  should  include  the 
whole  tear.  Silkworm  gut  makes  the  best  deep  stitches,  but 
catgut,  which  will  not  be  absorbed  for  six  or  eight  days,  does 
exoeedingly  well,  and  has  the  advantage  of  not  requiring 
removal. 

If  the  patient  is  at  all  collapsed,  the  same  methods  of  stimu- 
lation, saline  injecuons,  etc.,  as  used  in  the  atonic  form  of 
hoemorrhage  must  be  adopted. 


U.EUOI{KBAGBB    OK   TH£    PCEEPERIOU. 

Secondary  Post-partum  Haemorrhage. — Secondary  post- 
partum hteraorrhage  may  occur  any  time  during  the  puerperium. 

Caitne. — In  nearly  every  case  it  is  due  to  something  retained 
in  the  uterus,  such  as  a  piece  of  placenta  or  membrane,  a  clot, 
or  a  small  polypun.  Separation  of  a  clot  from  the  mouth  of  a 
torn  sinus  may  cause  it,  especially  after  placenta  pricvia.  In 
a  good  many  cases  there  has  been  priman-  post-partum 
haemorrhage. 

The  amount  of  blood  lost  at  one  time  may  not  be  very  great, 
hut  if  it  recurs  frequently  the  drain  upon  the  system  may  be 
very  great,  and  ptnnicious  antemia  may  result. 
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The  signs  aod  symptoins  are  the  same  as  those  of  the 
primary  form.  It  is  apt  to  recur  unless  the  cause  of  it  is 
removed. 

Protjnosis. — If  the  amount  lost  in  great  it  is  a  gra\*e  condition, 
especially  if  there  has  been  ante-partum,  nr  primary  post- 
partum hemorrhage. 

Treatment. — The  best  prophylactic  treatment  is  to  thoroughly 
empty  the  uterus  at  the  time  of  labour,  aad  see  that  it  is  firmly 
rotraotod  before  the  binder  is  put  on.  H  there  is  any  indica- 
tiou  of  relaxation,  ergot  should  be  given.  Wiien  it  has  cKcurred, 
a  hot  douche  and  ergot  may  check  it,  and  ouuse  the  expulsion  of 
whatever  is  retained,  but  this  cannot  be  relied  upon.  You 
should  thoroughly  explore  the  uterus  with  your  finger,  and 
remove  whatever  yon  find.  If  you  cannot  clear  it  out  with 
your  finger,  use  the  flushing  curette.  To  do  this  thoroughly 
chloroform  will  generally  l»  necessary.  If  the  hot  douche  does 
not  check  the  hemorrhage,  plug  the  uterine  cavity  thoroughly. 
Put  the  patient  upon  ergot  and  strychnine.  Do  not  delay  in 
clearing  out  the  uterus,  as  repeated  htcmorrhages  will  quickly 
exhaust  your  patient.  If  the  woman  is  septic  at  the  time,  there 
is  considerable  risk  of  further  absorption  taking  place  through 
the  freshly  opened  up  surfaces.  You  must  therefore  use  every 
precaution.  The  uterus  should  be  thoroughly  douched  out 
with  perchloride  of  mercury  before  attempting  to  remove 
anything. 

The  after-treatment  is  the  same  as  after  primary  hssmorrhage. 

The  foUowiog  three  cases  may  be  taken  as  types.  The  first 
was  a  multipara,  seen  by  mo  in  consultation  throe  weeks  after 
deUvery.  Uor  own  medical  attendant  had  not  been  present  at 
the  labour,  but  the  man  who  attended  said  that  everything  had 
oome  away.  She  had  severe  heemorrhagea  several  times  during 
the  puerperium.  Hot  douching  and  ergot  did  not  stop  them. 
Her  temperature  had  aot  been  very  high.  Under  chloroform  I 
found  there  was  a  piece  of  placenta  about  the  size  of  a  w&Iwmv. 
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firmly  attached.  I  removed  this  with  a  Sufihin^  curette  and 
thoroughly  douchefl  out  the  iiterUH,  but  had  to  plug  with  iodo- 
form gauze  to  !4top  the  htpmorrhage.  The  repoatod  bcemor- 
rhages  had  weakened  her  dowu  very  much.  Every  care  vrae 
taken  at  the  time  and  subsequently,  but  violent  sepsis  resulted 
and  8ho  died  a  few  days  later.  We  tri&l  antistreptococcic 
aeruni,  but  without  any  lasting  benefit. 

The  aecond  case,  a  primipara.  was  admitted  to  the  Glasgow 
Maternity  Hospitiil  four  days  after  delivery.  She  had  been 
attended  by  lu  midwife  who  lliought  everything  liad  come  away. 
Profuse  gecondary  post-partum  hiomorrhage  had  ocourred  on 
the  third  day  of  the  puerperiuin.  On  adniisaion  we  found  the 
patient  was  very  aniemic.  She  had  great  cedoma  of  tho  legs  and 
body,  and  there  was  evidence  of  ascites.  The  luine  was  loaded 
with  albumin,  Her  temperature  was  raised,  and  pulse  quick 
and  feeble.  It  was  quite  evident  that  she  was  sutTeriug  fwnn 
sepsis.  After  douching  and  cleansing  the  parts  as  thoroughly 
as  possible,  I  introduced  my  hand  aad  removed  an  adherent 
piece  of  stinking  placenta.  As  I  anticipated,  the  operation  waa 
followed  by  a  rise  of  teniperatui-t?.  It  fell,  but  rose  again  in  a 
day  or  two.  As  the  case  was  one  of  septictomia,  we  had  to 
send  her  out  of  the  hoapitai,  hut  her  friends  refused  to  allow 
her  to  he  transferred  to  Belvidcre,  so  she  was  taken  home, 
where  she  died.  Both  of  these  cases  had  evidently  had  bug- 
centuriate  plaoentie,  and  a  detached  tob<^  had  l)e6n  left  in  tlie 
uterus.  It  is  easy  to  blame  tlie  attendants,  but  it  is  very  diffi- 
cult to  recognise  this  condition  of  the  placenta,  unless  a  very 
close  examination  is  made.     Fortunately,  it  is  a  rare  condition. 

In  the  third  caae,  the  patient  was  a  multipara,  attended  by 
a  nurse.  The  labour  and  ptierperium  were  normal,  and  the 
patient  was  up  by  the  tenth  day.  Early  on  the  morning  of  the 
eleventh  day  she  had  a  violent  flooding,  and  I  was  sent  for.  I 
foimd  her  very  much  exhausted,  and  on  examining  found  the 
va^na  and  uterus  full  of  clot.     I  cleared  all  the  clot  out,  and 
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gave  a  vary  hot  douohe.  I  fouad  nothing  in  the  uteras  except 
(dot.  She  wu  put  on  ergot  and  nux  Tomica.  There  was  no 
recuiTence,  and  she  made  a  ^ckkI  recovery. 

Haematoma. — Hteiuorrhu^e  intu  the  pelvic  tisguea  may  take 
place  during  pref^nancy,  as  we  have  already  seen.  It  may  alsn 
occur  at  the  time  of  labotu-,  or  very  shortly  after  the  child  is 
bom.  In  Hueh  a  case  the  veAsel  in  torn  d^rin^  the  lalmur,  but 
the  condition  is  not  recognised  until  sufiieient  blood  is  poured 
out  to  form  a  swellinj;.  The  veins  in  the  broad  Ligaments, 
vagina,  and  vulva  are  frequently  very  much  distended  or 
varicose  at  the  time  of  labour,  and  an  injury  to  any  of  them 
is  apt  to  cause  considerable  liH^inorrhage.  Jud^finK  from 
Ctesarian  sections,  the  \-arico»ity  of  the  veins  in  the  brotul 
ligaments  is  an  exceedingly  common  condition.  In  all  my 
cases  this  condition  has  been  marked. 

When  a  vessel  deep  in  the  tissues  is  opened  into,  blood  will 
he  poured  out.  The  amount  will  of  course  depend  upou  the 
Bise  of  the  vessel,  and  also  upon  the  laxity  of  the  tissues.  The 
blood  mahes  its  way  towards  the  most  dependent  port,  and  if 
it  oomes  near  the  surface  you  have  the  skin  lieconiiDg  black. 
If  the  htemonhago  in  very  great  the  patient  may  collapse,  but, 
as  a  rule,  the  pressure  of  Uie  surroundini:;  tissues  wUI  check  it 
before  this  liappens. 

SupM  aiid  Stjmptom». — Unless  the  hffimorrhnge  is  very  great 
there  will  not  be  any  indications  of  collapse.  The  patient  will 
usually  complain  of  a  bearing-down  feeling,  as  if  there  were 
something  to  come  away  from  her. 

Oiagnoaia. — A  vaginal  examination  will  reveal  a  somewhat 
Huoluating  swelling  In  tlie  pelvis.  If  it  is  in  the  brood  liga- 
ment, it  will  be  to  oue  or  other  side  of  the  uterus,  but  it  will 
fi-equently  be  felt  in  the  side  or  back  wall  of  the  vagina.  lu 
many  cases  In  a  few  hours  you  will  see  the  black  discoloration 
of  the  skin  of  the  buttock. 

PmgnoAUi. — It  is  not  likely  to  prove  fatal,  unlass  it  hnoQtn.«% 
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septio,  and  even  then  prompt  evaouatioa  of  the  dot  and  froo 
drainagG  Ebould  save  the  patient's  life.  In  some  cases,  when 
in  (he  broad  ligament,  it  might  burst  into  the  peritoneal  caviey. 
ftnd  cause  her  death. 

Treat)nernt. — Stimulate  the  patient  if  she  reqaires  it,  and 
try  to  get  the  effusion  absorbed  as  ijutokly  as  possible.  Try 
to  prevent  her  beoomiag  septio.  If  the  clot  becomes  septic, 
her  temperature  will  rise  and  rigors  come  on.  It  must  be  at 
once  freely  incised  and  cleared  out.  The  cavity  should  be 
plugged  with  iodoform  gauze.  Sometimes  the  skin  or  mucous 
membrane  covering  it  shows  indications  of  sloughing.  In  such 
a  case  a  free  incision  should  be  made  at  once. 

The  following  is  a  typical  oase.  The  patient,  a  multipara, 
was  delivered  of  a  child  by  the  breech  in  the  afternoon.  The 
midwife,  in  her  endeavours  to  get  tho  child  through  alive,  tore 
the  perineum  bndty.  Several  hours  later  I  was  sent  for,  as  the 
woman  was  very  weak  and  complained  of  great  beariug-down, 
as  if  there  were  something  to  come  away.  From  the  history 
I  thought  it  might  be  an  inversion  of  the  uterus.  I  found 
the  uterus  was  in  position,  but  the  right  side  of  the  vagina 
was  bulged  inwards  by  a  large  seuiifluctuant  tumom\  which 
I  diagnosed  to  be  a  heematoma.  I  gave  her  a  thorough 
douching  and  stitched  the  perineum.  Next  day  the  right  side 
of  the  vulva  and  the  right  buttock  were  quite  black. 

The  olot  remained  aseptic,  and  in  about  three  weeks  it  was 
nearly  absorbed. 

DECiDt;oaiA  Malignosi — Stsoytioka — Cbobio-Epithblioma 
— Deciddo-Sarcoua,  etc. 

Sanger,   in  1888,  was  the  first  to  draw  speoial  attention 

to  this  disease  as  a  sarcoma  of  the  decidua  serotina.      In  1893, 

he  demoastrdted  its  essaatial  histological   features  and  pro* 

nouneed  mAlignaacy.    Since  then  a  large  number  of  cases  have 
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observed,  about  dO  per  oeat.  of  (hem  follavving  vesicular 
Bgoneration  of  the  chorion. 
The  pathology  of  (he  oonditioa  is  hardly  yet  detinitely  settled. 

rSanger'g  original  theon*'  was  that  It  was  a  malignant  change 
curring  in  the  decidual  cells,  i.e.,  a  materua.1  sarcoma  entii-ely 
due  to  pregnancy.  Another  view  is  that  it  is  a  sarcoma  in- 
dependf^nt  of,  hut  modilieil  by,  pregnancy,  and  a  third  that  it  is 
the  result  of  active  proliferatiua  of  the  epithelial  covering  of 
the  chorionic  villi,  i.e.,  that  it  is  of  the  nature  of  an  epithelionia, 
henoe  the  name  chorio- epithelioma.  Wtiatever  may  be  ulti- 
mately decided  to  he  the  true  pathology,  it  is  quite  certain 
that   the   condition   is  an   exceedingly  malignant  one,  somei- 

Ijtimes  lirising  in    the   uterus   after   a   full  time  labour,  more 

^eqaeutty  after  an  al>orlion.  and  tispecially  after  the  discharge 
of  a  mc^e.  It  gives  rise  to  excessive  and  repeated  hicmorrhages, 
and  metastatic  depusita  soon  form  in  the  vagina  and  different 
organs,  such  aa  the  lungs,  brain,  etc.  The  patient  very  rapidly 
vvastos  away,  and  probably  dies  within  a  few  months  of  tlie  first 
indication  of  the  disease. 

Si/mj>toins. — The  most  characteristic  symptom  is  severe,  inter- 
mittent hEemorrbage,  following  labourer  an  abortion,  especially 
of  a  hydtitid  mole.  After  the  htemorrliage  ceases  a  foul-smell- 
ing watitry  discharge,  the  Hiime  as  with  an  ordinary'  cancer  of 
the  uterus,  will  come  on.  The  patient  may  not  suffer  very 
much  pain,  except  when  clots  are  being  expelled.  Kmaciation 
soon  shows  itself,  and  when  metastatic  deposits  form  in  the 
lungs  there  will  be  cough,  pleuritic  pain,  brealhleusness,  and 
blood-stained  sputum.  A  secondary  deposit  in  the  brain  will 
causa  cerebral  symptoms,  and,  it  may  be,  severe  bfemorrhage, 

||W  in  a  case  reported  by  Drs.  Bruce  and  IngUs. 

Diagnosis. — The  uterus  is  found  more  or  less  enlarged.  The 
vagina  may  be  full  of  clot,  and  a  secondary  growth  may  be 
attached  to  its  wall.  The  oervix  is  generally  found  gaping, 
but  it  may  be  quite  closed.     BimanuaUy  U\e  xWjrvm*  "\&  Voww^ 
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.o  .10,0  ttireaay  occurred,  however,  th 

the  operation  is  very  questionable. 

Treatment.  —  Complete  hysterectomy,  pref 
\a{<ina.  A  preHminary  curetting  may  be  don. 
hiemorrhage  and  for  diagnostic  purposes,  but  i 
]K>int  of  view  it  is  useless. 


CHAPTER  XIX. 

DELAY  IN  THE   FIR8T  STAGE  OF  LABOUK. 

DiUtacioD  of  Ibo  Birth  Caoal— Delay  trom  FauUs  in  the  Powers — Inertia 
L'tcri— Do)a>  from  FaulU  iD  Hie  Pasu^es— Occlusion  of  the  Oh 
Uteri— Ciuea— Mai positioa  of  iho  Uterus — Vaginal  Fixation  of  tlie 
Cteruii — Bigidity  of  the  Ocrvtx — Kigidit;  front  oo  Abnormal  Condi- 
tioD  of  the  Cervix — Hypertrophy  of  the  Cervix — ^faliguant  DiMMe  of 
tlie  Cervix— Cuulraclcd  Pclvi»  — FaultH  on  thu  Pari  uf  iho  I^Mseager 
— Early  Kuptuiv  of  (li«  Membmnes — AdheHinn  nf  the  MembrancK 
— MalpositioD*!.  etc. 


.In   bUdug  up  the  cousidenttion  of  delayed  lubouru  aud  llieir 
^treatment,  wo  Hhall  first  consider  delays  iu  the  first  stage. 

Dilatation  of  the  Birth  Canal. — The  birth  canal  consists 

of   tbti   lower   uterine   sef^ment,    the    cervix,   and    the    vagina. 

Dilatation  hegins  a  considerable  time  before  actual  labour  sets 

in.     During  the  last  two   or   three  weeks   of  pernancy  the 

loervix  shortens,  and  its  canal  dilates,  from  al)ove,  so  that  it 

^beoomea  oontinuous  with  the  lower  part  of  iho  uterine  cavity. 

The  lower  part  of  the  uterine  cavity  also  dilates.     The  shorteu- 

Ling  or  taking  up  of  the  cervix  is  well  seen  in  primiparoi.     In 

I  these  cases  the  head  of  the  chUd  at  the  beginning  of  labour  will 

be  more  or  less  in  the  pelvis,  with  the  chinned  cen'ix  slrotohed 

over  it.     The  apparent  length  of  the  cervix,  measuring  from 

the  external  os  to  the  bag  of  memhraneB,  may  not  ba  more 

than  a  quarter  of  an  inch.     The  external  ob  is  usually  closed 

tmtil  actual  labotu'  sets  in,  but  this  is  not  always  the  case  even 

with  primiparte.     In  multiparte,  I  have  frequently  seen  it  for 

weeks  before  delivery  dtiaied  sufficiently  to  allow  of  t.K&  ^ft&.'s 

(235) 
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o(  two  fingers.  What  may  be  called  painless  labour  goes  on 
for  some  time  prior  to  what  we  know  us  actual  labour,  and 
in  this  way  the  lower  uterine  segment  and  the  upper  part  o^ 
the  oer\"ix  are  dilated. 

When  labour  sets  in,  the  natural  dilatation  of  the  cervix  is 
mainly  brought  abuut  by  the  downward  pressure  of  the  uterine 
contents  caused  by  the  uterine  contractions,  and  especially  by 
the  contractioDS  of  the  longitudinal  fibres  which  pass  up  over 
the  fundus.  These  fibres  also  tend  to  draw  the  lips  of  the 
cervix  apart,  and  to  pull  the  lower  part  of  the  canal  up  over 
the  presenting  part.  As  a  rule,  the  circular  fibres  round  the 
external  as  become  inhibited,  but,  ah  we  shall  shortly  see,  this 
does  not  always  happen.  Gravity  also  assists,  especially  when 
the  patient  is  goin^  about.  Over  and  above  this  we  have  a 
natural  softening  and  relaxing  of  the  parts,  especially  in  the 
vagina.  At  the  beginning  of  labour  the  vaginal  outlet  mfty 
be  quite  narrow,  oapocially  in  primiparm,  but  long  before  the 
presenting  part  has  reached  the  floor  of  the  pelvis  great  re- 
laxation will  have  ooourred,  so  that  several  fingers  can  be 
introduced  with  ease,  causing  less  discomfort  to  the  patient 
than  one  did  at  the  onset  of  labour.  This  relaxation  is  due  in 
part  to  the  free  6ow  of  serum  which  takes  place,  but  there 
must  also  be  inhibition  of  the  sphincter  muscle,  probably  from 
the  pressure  exerted  higher  up  in  the  canal 

During  the  first  stage  of  taboui',  dilatation  of  the  oervix 
should  progress  steadily  until  it  ia  fully  accomplished,  but  in 
Doany  oases  there  is  cousidorublc  delay.  The  cause  of  the 
delay  may  tie  in  the  powers,  the  passages  or  the  passenger. 

Delay  from  Faults  in  the  Powers — Inertia  Uteri. — The 
powers  are  the  uterine  contractions,  and  there  is  alsu  some  aaaiat- 
anoe  from  the  action  of  gravity.  The  powers  are  not  so  often 
at  fault  during  the  first  stage  of  labour  oa  during  the  second. 
If  the  uterus  is  overdistended  by  a  multiple  pregnancy  or 
hvdramnios,  cho  contractions  will    be    weak.     An   abdominal 
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tumour,  or  saoitea  will  also  interfere  with  the  coatractione,  as 
will  a  loaded  reotum,  or  distended  bladder.  A  tumour,  loaded 
rectum,  or  distended  bladder  will  also  interfere  by  direct  ob- 
struction. True  inertia  is  not  very  coramon,  but  is  sometimes 
fteeo  in  elderly  primiparie,  and  In  inuUipar^  who  hare  borne 
a  large  number  of  children.  In  some  cases  the  contraotious 
cau^  A  good  deal  of  suffering,  but  liave  little  dilating  effect. 

Treatment. — 8a  long  as  the  membranes  are  intact  there  is 
no  risk  to  the  fteluH,  and  ver\'  little  to  the  mother,  except  from 
exhaustion,  so  that  patience  is  usually  all  that  in  required.  In 
oases  of  overdistention,  puncture  the  inombi-auus  and  allow 
some  of  the  liquor  amnii  to  drain  away.  In  all  cases  see  that 
the  bladder  and  rectum  are  emptied.  The  treatment  in  cases 
of  tumours  will  be  dealt  with  later.  In  coses  of  true  inertia, 
I  have  sometimes  found  quLoine  act  well.  Ergot  should  never 
l>e  given.  Chloral  is,  however,  the  best  drug  to  use.  It  quiets 
uterine  action  for  a  linm,  and  has  a  relaxing  effect  upon  the 
cervix.  The  appUcation  of  hot  stupes  over  the  abdomen  is 
also  useful.  With  painful  contractions  10  gr.  doses  of  an* 
tipjrrin  are  said  to  act  admirably,  but  I  have  not  had  any 
experience  of  this. 

Delay  from  Faults  in  the  Passage — Occlusion  of  the  Os 
Uteri. — The  os  may  be  completely  occluded.  Thitj  is  a  mre 
condition,  but  1  liave  seen  at  least  five  oaaea.  A  short  note 
of  two  of  them  will  sutfioe. 

The  first  ease  was  in  a  second  pregnancy.  It  was  also 
undoubtedly  a  case  of  prolonged  gestation,  as  305  days  had 
elapsed  from  the  cessation  of  menstruation  until  the  patient 
was  delivered.  Some  three  weeks  before  delivery  pains  had 
occurred  for  several  hours,  and  the  patient  thought  that  labour 
had  oommenoed,  but  the  pains  had  ceased.  She  was  not  ex- 
amined  then.  When  I  saw  her,  she  was  having  strong  pains, 
and.  on  an  examination,  I  found  the  os  was  completely  ocoluded. 
The  oervix  wau  stretched  over  the  prese^tlu^  head.     A  %to«U. 
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depression  indicated  where  the  os  ought  to  have  been.  A 
oareful  examination  under  chloroform  confirmed  this.  A  crucial 
incision  was  made  at  the  depression,  and  dilatation  was  easily 
ncaomplished.  Forceps  were  applied,  and  the  head  delivered 
without  very  tnuoh  difficulty,  hut  the  shoulders  and  chest  of 
the  child  were  so  large  that  great  diffioulty  was  experienced  in 
delivering  the  body.  The  child  was  one  of  the  largest  I  hare 
ever  seen  delivered.  Unfortunately  it  was  dead.  The  patient 
made  a  good  recovery,  and  subsequently  the  cer\'ix.  presented 
the  appearance  of  an  ordinary  inultiparous  one. 

Case  II. — The  pationt.  a  primipara,  aged  thirty,  had  ixien  in 
labour  three  days  when  lirst  seen  by  me.  A  midwife,  who 
was  in  attendance,  thou>;ht  that  the  os  was  partially  dilated. 
The  patient  was  a  stout,  healthy  woman,  and  had  been  married 
for  thirteen  years.  She  was  not  aware  of  there  having  been  a 
vaginal  discharge  during  pivguaacy,  nor  had  she  suffered  any 
pain. 

I  found  she  was  having  very  strong  expulsive  pains.  Bandl's 
ring  could  not  be  palpated.  Pfr  vaffinam  the  head  was  felt  in 
the  pelvis  with  the  cervix  stretched  over  it.  The  os  was  com- 
pletely closed,  but  a  small  depression  revealed  its  position. 
Inspection  under  chloroform  contirmed  this.  The  surround- 
ings of  the  patient  were  very  insanitary,  but  aa  she  refused  to 
go  to  hospital,  I  had  to  do  the  best  I  ootild  for  her  where  she 
was.  I  managed  to  tear  through  the  adhesions  with  my  finger 
nail.  Dilatation  was  easy,  and  thei-e  was  no  dillioulty  in  delir- 
ering  a  live  child  with  forceps.  As  in  the  other  case  there  was 
no  bleeding.     The  patient  made  an  excellent  recovery. 

I  examined  her  some  months  later  and  found  the  cervix 
showed  very  little  indication  that  she  had  ever  had  a  child. 

The  occlusion  must  of  oourse  occur  suhseqaent  to  impregna- 
tion, but  at  what  stage  of  the  pregnancy  it  is  dillioult  to  state. 
It  is  probably  the  result  of  adhesive  inSammation.  In  one  of 
my  other  oases  the  membranes  wei'e  very  adhuretit  in  the 


lower  pole  of  the  uteruB,  pointing  to  the  fact  chat  there  had 
been  An  inBammaton,'  attack.  In  none  of  my  cases  have  I 
been  able  to  get  a  history  of  any  inflammation. 

Duujn'ms. — A  careful  examination  will  reTeal  thai  tho  pre- 
senting part  is  covered  by  a  smooth  membrane  which  is 
continuous  all  round  with  the  vaginal  mucous  membrane.  No 
OH  can  ho  found.  A  careful  search  muni  be  made  for  the  os, 
l>ecause  occaatonaUy  it  is  very  high  up  and  behind,  and  the 
thinned  anterior  lip  of  the  oervix,  which  la  stretched  over  the 
presenting  part,  gives  exactly  the  same  appearanoe  as  with 
occlusion. 

ProffnosU. — There  la  no  risk  if  the  condition  is  reco^ised 
and  properly  treated,  hut  if  it  were  neglected  rupture  of  tho 
uterus  mif^bt  occur,  or.  what  is  more  probable,  the  whole  cervix 
be  torn  otT  in  front  of  the  presenting  part. 

I'reatment. — Scratch  through  where  the  oe  should  be,  or 
make  a  crucial  incision.  You  may  then  wait  and  allow  natural 
efforts  to  finish  tlie  labour,  hut  I  prefer  to  dilate  and  deliver  at 
once.  In  one  case  in  which  it  was  left  to  nature  after  incision, 
I  found  tearing  taking  place  into  the  lateral  foi*nices,  so  I  freely 
incised  the  cervix  in  front,  and  behind,  and  then  delivered. 
There  is  not  usually  much  bleeding,  but  if  there  should  be,  the 
oervix  ought  to  be  stitched  at  once.  In  none  of  mycoses  did  I 
find  this  necessary. 

In  some  coses  we  have  delay  from  the  anteiior  part  of  the 
oervix  Iwing  stretched  over  the  presenting  part,  and  the  os  thus 
being  thrown  high  up  near  the  promontory.  As  I  have  already 
meniionod  this  may  \ye  mistaken  for  an  occlusion  of  the  os. 

Treatment. — Hook  a  Hnger  into  the  os  and  draw  it  down,  so 
that  the  bag  of  membranes  and  presenting  part  may  bear 
directly  upon  it. 

Malposition  of  the  Utems,  such  as  is  seen  when  the 
aUlomcii  is  jx.'nduloiis,  will  cause  delay.  a*i  the  presenting 
imrt  i<i  noi  driven  downwards.       A  lateral   d(;\\a.tw\\   t>\   \lo3t 
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utpenm  will  also  cause  delay,  and  we  see  the  same  thing  with 
a  double  uterus.  In  the  latter  we  also  have  delay  from  want 
of  power  in  the  uterine  conti'actioiis. 

Treatment. — Correct  the  deviation  of  the  uterus  and  apply  a 
firm  hinder.      Manual  dilaiaticiii  may  be  necessary. 

Vaginal  Fixation  of  the  Uterus. — In  subjeets  of  this 
operation,  dilatation  of  the  os  may  be  serioualy  interfered  with, 
or  even  prevented.  During  pregnancy  the  firm  union  between 
the  vagina  and  anterior  uterine  wall  may  prevent  the  growth 
of  the  latter.  In  this  case  the  tension  upon  the  posterior 
uterine  wall  draws  the  os  upwards  and  backwai-ds.  so  that  at 
full  time  it  lies  above  the  promontory.  The  uterus  is  thus 
extremely  untefloxod,  and  during  laboiu  the  presenting  part  is 
driven  o^inst  the  promontory,  and  not  into  the  brim. 

Tteatfiwnt. — ^If  dilatation,  by  means  of  bags  or  the  hand,  in 
impossible,  Cffisarian  section  should  at  once  be  perfoniieil. 
The  inoision  may  be  made  through  the  anterior  vaginal  wall 
and  uterus,  but  the  ordinary  abdominal  route  is  preferable. 
In  the  latter,  the  uterine  incision  tihuuld  be,  either  tiunsvorse 
at  the  fundus,  or  longitudinal,  over  the  fundus  into  the  pos- 
terior wall.     The  patient  should  be  sterilised. 

Rigidity  of  the  Cervix. — Tlvis  may  bo  simple  or  due  to 
disease.  The  best  example  of  the  simple  form  is  seen  in 
elderly  primiparie.  The  cervix  is  thick  and  dilates  very  slowly. 
With  premature  lalraurs  we  find  much  the  aome  condition. 
In  such  a  case  a  few  doses  of  chloral  will  be  very  useful,  but 
patience  is  usually  aU  that  is  required.  We  sometimes  meet 
with  A  case  in  which  the  extenial  os  is  small,  and  the  oer\-ix 
very  thin.  .Although  the  pains  may  be  strong,  dilatation  is  very 
slow.  In  such  cases  you  will  often  find  that  the  os  aotuaUy 
becomes  oontraciod  during  the  painu.  The  circular  fibres  round 
the  OB  at  the  beginning  of  labour  should  be  inhibited,  but  in 
these  cases  this  bos  not  occurred  ;  their  activity  remains,  and 
they  contract  spasmodically  with  the  other  muscular  fibres 
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Uterus.     This  condition  is  usually  seao  in  primipars,  and 
cially  where  there  has  heen  a  very  narrow  08  previous  to 
Impregtifttion — the  s«>-<»lle(l  piiiholG  u>>. 

Trealnu'nl . — The  best  method  of  rleaUiijt;  with  the  condition 
IH  to  dilAte  itiiiniially  under  chlurofonii.  The  unu'sihetic  wdl 
relax  the  spasm  of  the  sphincter,  and  after  dilatation  is  onoe 
fairly  started  there  will  be  no  further  dlHiculty.  The  direct 
applicatiuu  of  cocaine  has  tweti  highly  recomuiended  iu  ca^es 
of  rigidity  of  the  cervix,  but  I  cannot  say  it  has  ever  proved 
useful  in  my  handH.  Tim  hot  douche  cerljiiidy  does  j^ood,  and  I 
employ  it  in  iitl  citseu  diuiii^'  iho  time  I  um  dilating  mutiually. 

Rigidity  from  an  Abnormal  Condition  of  the  Cervix. — 
The  cervix  is  Hotnotimes  thick  and  hani  fnuii  old  scars,  from 
the  result  of  an  old  inflammation,  or  from  the  application  of 
strong  caustics  in  the  treatment  of  endocervioitis.  The  tissues 
are  very  har<I,  and  dilatation  is  therefore  slow  and  difficult. 

Trfatincnt. — BaiTies'  Irngs  may  have  to  be  used  and  manual 
dilatation  under  chloroform.  In  some  caaeB  inoision  may  be 
necessary.  Four  incisions  should  he  made — two  lateral,  one 
anterior,  and  another  posterior. 

Hypertrophy  of  the  Cervix  is  sometimes  seen. — The 
vaginal  portion  may  be  so  elongated  as  to  protrude  at  the  vulva. 
It  may  be  associated  with  prolapse  of  the  uterus,  as  in  the 
following  case.  A  multipara  hud  Iwen  in  laljour  for  a  ooDsiduT' 
able  time,  when  I  first  saw  her.  The  cervix  was  so  much  elon- 
gatct)  that  it  prutrudod  at  the  vulva.  The  whole  uterus  also 
tendo<l  to  proUpso.  The  cer\*ix  was  not  <]uite  fully  dilated. 
Under  chloroform,  I  dilated  it  as  fidly  as  |iossible,  and  applied 
forceps.  When  traction  was  applied,  the  whole  at«rus  tended 
bo  come  down,  so  that  it  was  neoesaary  to  push  up  the  cervix 
while  making  tratiiton,  and  in  this  way  it  was  gradually  pushed 
up  over  the  head. 

Trtatimnt. — Ab  the  membranes  arc  sure  to  rupturu  early. 
artifiotul   diliiuaion    iti    necessary.       H&ga   mvj   W  \wftAk,  >k^\\. 
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manual  dilatation  under  chloroform  is  the  best  method.  De- 
livery must  be  done  very  slowly. 

Malignant  Disease  of  the  Cervix. — If  the  cervix  is  much 
infiltrated  with  cauoer,  dilatation  will  bo  very  slow.  If  the 
tissues  are  fmble,  there  may  be  considerable  bleeding,  but  dila- 
tation will  not  be  hindered. 

Treatment. — If  there  is  likely  to  he  much  difficulty,  and  the 
child  is  alive,  Cffisarian  soetion  should  be  done,  lu  the  interest 
of  the  child,  and  a  complete  extirpation  of  the  uterus,  in  the 
interest  of  the  mother,  If  you  decide  to  deliver  throui|;;b  the 
natural  passages,  the  oonrix  should  be  incised  through  the 
diseased  portion  and  dilated  manually.  If  the  child  is  dead  do 
craniotonty,  and  if  it  is  alive  and  the  head  presents  deliver  by- 
forceps.  The  cancerous  portion  of  the  cervix  may  iw  removed 
at  once,  or  ynu  may  delay  operating  until  involution  has  some- 
what advanced. 

Solid  non-mahgnant  tumours  or  cysts  may  delay  dilatation, 
or  even  prevent  it  entirely,  espeoitiily  if  they  are  wedged  into 
(he  pelvis. 

The  treatment  of  such  cases  will  be  dealt  with,  when  treating 
of  labours  obstruoted  by  tumours.  One  point  to  remember 
is,  to  try  to  prevent  early  rupture  of  the  membranes. 

A  Contracted  Pelvis  will  cause  Slow  Dilatation. — 
Malpreseniatioas  and  malpositions  are  common,  and  the  bai; 
of  memhranea  often  protrudes  in  a  sausage  shape,  and  ruptures 
early. 

Trealineni. — If  the  membranes  have  not  mptored,  keep  them 
intact  as  long  as  possible.  If  they  have  ruptui-ed,  and  the  pre- 
Henting  part  cannot  descend,  artificial  means  of  dilatation 
should  be  adopted.  The  dilating  bags  are  most  useful,  hut 
manual  dilatation  will  frequently  be  necessary. 

Faults  on  the  Part  of  the  Passenger. — Excessive  amount 
of  liquor  amnii,  or  overdistention  from  plural  pregnancy,  has 
already  been  referred  to,  as  causing  delay  by  interfering  with 
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powers, 
very  opposite  ooadition,  vu..  a  small  amount  of  liquor  Amnii. 
In  such  a  case,  there  in  no  bag  of  uiembranee  to  come  down 
into  the  OS,  as  the  membranes  are  cloHely  applied  in  the  present.- 
ing  part.  The  very  same  condition  arises,  when  the  membranes 
rupture  at  the  commencement  of  labour.  The  bag  of  mem* 
branes  not  only  acts  as  a  meohaoical  dilator,  hut  also,  by  its 
pressure  through  the  oti,  reflexly  stimulates  uterine  contractions, 
80  that  its  want  is  of  uonsiderable  disadvantage. 

Trcatineni. — With  a  smiill  umount  of  liquor  amnii  and  the 
membranes  unruptured,  patience  will  l)e  required.  The  patient's 
strength  should  be  supported,  and  she  may  be  given  opium,  or 
chloral  in  full  doses.  In  administering  chloral,  I  usually  give  a 
drachm  of  the  8\i*up.  \.e.,  10  gr.  every  quarter  of  an  hour  uniU 
four  doses  have  been  given.  It  aomotimes  has  a  wonderful 
effect  in  causing  relaxation  of  the  cervix.  In  these  casee,  I 
have  sometimes  found  it  useful  to  rupture  the  mombnuics 
when  the  os  is  about  half  dilated,  as  that  allows  of  the  pre- 
senting  part  bearing  more  directly  on  the  cervix.  If  the  patient 
is  becoming  exhausted,  one  should  not  wait  too  long,  but  put 
her  under  chloroform  and  finish  the  dilatation  manually,  and 
deliver. 

Early  Rupture  of  the  Membranes  is  often  asKouiated  with 
a  malprescntation,  but  these  cases  will  be  dealt  with  under  mal- 
presentations.  At  present  we  shall  deal  with  cases  where  the 
head  or  breech  presents  and  there  i4  no  obstruction.  The 
presenting  part  acts  fairly  well  as  a  dilator,  if  tho  pains  are 
good,  and  onoi  may  wait  patiently  so  long  as  the  pressure  upon 
the  child  is  not  acting  injuriously  on  it.  If  the  pains  are 
ineflicient,  chloral,  or  opium  may  be  used.  .A  close  \^*atoh 
must  be  kept  on  the  fietal  heart,  and  if  it  begins  to  show 
irregularity,  or  much  slowing,  or  quickening,  artificial  means  of 
dilatation  must  be  adopted.  Barnes*  or  Chainpetier  tie  Bibes' 
b>ig  may  be  used,  specially  when  the  os  wvU  onV^  *Am\\.  Vw-a 
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fingere,  but  manual  dilatelion  unddr  chloroform  is  the  quickast 
method.  If  the  cervix  is  rigid,  and  it  ih  ovidoni  that  the  child 
is  ftufTering  very  much,  a  number  of  incisions  whould  be  made 
throuf^h  the  cernx,  and  thiB  will  Allow  of  quick  dilatation. 
(M)me  authorities  advice  the  application  of  the  forcepn  when  the 
OS  will  admit  four  finders.  This  miiy  Ije  done,  provided  delivery 
■8  very  slowly  effected,  but  there  ir  considerable  risk  of  tearing 
the  oer\'ix  badly,  if  the  o^jeration  is  done  hastily.  Personally, 
I  prefer  to  dilate  the  cervix  to  as  near  it»  full  extent  as  possible 
before  applying  ^he  instruments.  If  the  cervix  is  in  a  condition 
U)  admit  uf  delivery,  you  will  have  no  difficulty  in  dilating  it 
with  your  baud  when  the  patient  is  under  chloroform,  and  if 
you  cannot  do  it  with  your  hand,  the  forceps  should  not  be 
applied,  or  you  will  be  sure  to  cause  a  l>ad  tear.  In  such  a 
case,  it  is  far  better  to  incise  in  different  directions,  and  then 
dilate  )>efore  delivering. 

Adhesion  of  the  Membranes. — Soinetimes  the  membranes 
are  adherent  in  the  lower  pole  of  the  uterus.  This  will  prevent 
the  bag  of  tncriibranes  from  protruding  into  the  as. 

Treatment. — Pass  the  finder  in,  and  separate  the  membi-anes 
as  hi^h  as  you  can  reach,  and  this  will  allow  the  usual  Ixig  to 
form,  and  there  will  probably  l>o  no  more  difliculty. 

Delay  from  Malpositions,  Malpresentations  and  Deform- 
ities of  the  Foetus. — In  all  of  these  llie  preseutmg  part  does 
not,  as  II  rule,  tit  well  in  the  brim,  and,  a»  a  conse<]uence,  the 
membranes  usually  project  in  a  sausage  shape  and  rupture 
early. 

TreiUment. — Keep  the  nierabranes  intact,  as  long  as  possible. 
If  they  rupture  early,  insert  a  Champetier  de  Bibes'  or  a  Barnes' 
bag,  and  finish  the  dilatation  manually,  if  necessary.  These 
cases  will  be  mure  fully  dealt  with  later  in  discussing  the 
methods  of  treatment  of  abnormal  cases. 
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DKLAY  IN  THE  SECOND  STAOR  OP  LAHOVK. 


Pailuri'  in  the  Primary  Powow—Uteriop  loertio — lixegalar  I'teriuc  I 

trootloDb — F&ilurc  tti  iho  Secondury  I*ower» — Dcluy  Irotu  FautU  lo^ 
the  Soft  PasMgofi — Imp&ctioD  ol  the  Anterior  Lip  of  the  Cervix — 
Prolapte  of  the  V'Bgina  nod  CysLDcelo — DifttoQtioD  of  the  Bladder  or 
Keetum — Kigidiiy  ol  the  Vagina  and  PeriDeum — Cicatricial  Cootrac- 
tioQ  of  the  Vagiua — Persistent  Uj-meu— Vag to ittmu«—Tu mourn  ol  the 
VaglDA  or  Vulva — V^eneroaJ  Warta — Obstruction  of  Labour  by  Turooura 
q(  the  Uberu8— Ca)i«a— Obstructiou  (roiu  Tumours  of  the  Ada«xa — 
Coma — Hernia  inlij  Douglaii'M  Pouch. 

The  normal  second  sta^e  of  labour  t>egin8  when  the  oa  is  fully 
diUted  and  (he  membranes  rupture.  It  may  only  last  a  few 
minuter,  or  it  may  be  prolonge<i  for  many  liount.  Under  ordinary 
tX}DditioDH,  one  may  Bay  that  there  is  very  little  danger  in  tlie  tirsl 
stage  either  to  mother  or  ohild.  provided  the  memhraneB  are 
uuruplured  ;  but  in  the  aeoood  staj^e  the  danger  to  lK>th  is  uiucli 
increaaed.  In  the  ^eat  majority  of  oases,  however,  if  the 
seoond  stage  is  not  unduly  prolonged,  neither  mother  nor  child 
will  suffer  any  harm.  It  is  exceedingly  diflicult  tu  make  any 
dedaite  statement,  as  to  what  ought  to  be  considered  a  normal 
aeoond  stage  as  regards  length.  What  is  perfectly  safe  in  one 
oase,  may  be  exceedingly  dangerous  in  another  £^ch  oasu 
must  therefore  be  jud^ted  upon  it»  own  merits,  and  prompt 
assistanuB  must  b^  rendered,  as  sooti  as  it  is  necessary,  in  the 
interest  of  either  mother  or  ohild.  The  interests  of  the  mother 
ari>  of  course  paramount,  but  it  must  not  be  forgotten  that  the 
unborn  babe  tou  ha-s  rights,  which  should  bt*  4:oc»\&fi»«^.    Vvk. 
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maay  casea  interference  is  clearly  called  for,  either  in  the 
interests  of  the  mother  or  of  the  child,  but  there  are  others  of 
simple  inenia  uteri  where  there  is  uo  immediate  danger  to  either 
mother  or  child.  In  these  tatter  should  one  wait  indefinitely, 
or  only  for  a  stated  time  ?  Some  authorities  advise  leaving 
such  oaKes  to  natiu'e,  until  the  woman  begins  to  show  indica- 
tions of  exiiatistion  by  the  temperature  rising  and  the  pulse 
quickening.  I  cannot  agree  with  this.  Oarrule  in  connection 
with  the  outdoor  department  of  the  Maternity  Hospital  is,  that 
the  nurses  or  studonts  shall  send  for  assistance  in  cases  of  inertia, 
if  no  advance  is  being  made  by  multiparte  after  two  hours  in  the 
second  stage,  and  by  primiparee  after  three  hours.  By  tlxe  time 
assistance  has  arrived  another  hour  will  have  passed,  and  if  no 
advance  is  being  made  the  forceps  are  applied.  This  allows 
three  huur^  in  the  second  stage  fur  nmltiparto,  and  four  for 
primiparse.  Each  case  must  be  judged  on  its  own  merits,  bat 
I  consider  this  a  reasonable  time  to  wait  on  naturu.  If  delivery 
is  effected  with  proper  care,  there  will  not  be  any  a<lded  risk, 
and  the  woman  will  l>e  saved  conuiderable  Buffering.  There 
are  many  cases  In  which  we  are  called  upon  to  interfere  much 
sooner,  but  with  these  we  shall  deal  shortly. 

Failure  in  the  Primary  Powers — Uterine  Inertia. — 
We  chilli  riow  consider  the  causes  of  delay  from  failure  In 
the  powers.  The  primary  powent  are  the  uterine  contractions, 
and  tht!  secuudary,  the  contractions  of  the  alxlominal  musoles. 
Failure  in  the  primary  powers,  or  uterine  inertia,  is  the  com- 
monest of  all  causes  of  delay  in  the  second  atage.  The  uterine 
muscle,  like  any  other  muscle,  can  only  do  a  certain  amount  of 
work.  and.  if  it  is' overtaxed,  failure  in  the  contractions  must 
occur.  If  the  muscle  is  in  a  strong,  healthy  condition,  and 
the  ntenu  is  not  overdistended,  inertia  will  not  occur  for  a 
oonsiderublc  time,  but  in  a  cauc  where  there  is  weakness  in  the 
uterine  wall  from  disease  or  overwork,  as  in  cases  of  frequent 
and  rapid  chitdbaaring,  or  where  the  wait  is  overstretched  by 
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bydramnios  or  a  multiple  pregnancy,  inertia  will  supervene 
early  in  (he  second  stage.  Again,  if  the  first  stage  has  been 
unduly  prolonged,  the  contractile  powers  will  to  a  large  extent 
be  used  up,  and  the  uterus  be  unfit  (or  any  more  work  until  it 
has  had  a  rest.  In  patients  who  are  constitutionally  weak,  the 
uterus  may  partake  in  the  general  weakness  o(  the  muscular 
system,  but  this  t»  not  invariably  the  case.  For  iastuuco.  in 
phthisis  I  have  seen  a  number  of  advanced  cases,  where  the 
utoriao  contractions  wore  quite  strong,  and  the  labour  excep- 
tionally easy  and  quick.  In  auch  cases  the  child  is  apt  to  be 
small,  and  the  emaciation  of  the  patient  al^o  allows  of  an  easy 
passage. 

Irregular  Uterine  Contractioas. — Irregular  uterine  con- 
tractioHB  tnay  arise  from  disease  of  the  uterine  wall,  from 
exhaustion,  or  from  the  irritation  of  too  frequent  examina- 
tions. A  full  rectum  or  bladder  will  also  cause  them  reHexly. 
They  cause  exceasivo  suffering,  and  have  practically  no  oQTeot 
in  advancing  the  labour. 

In  a  properly  conducted  labour,  except  whore  there  is  disease 
of  the  uterine  wall,  these  irregular  conb-actions  should  not 
arise.  It  is  surprising,  however,  how  often  an  overdistenddd 
bladder  is  overlooked. 

Failure  in  the  Secondary  Powers. — In  cases  of  chest 
disease  the  patient  may  not  be  able  to  hx  her  diaphragm,  and  she 
will  thus  be  prevented  from  bearing  down.  If  the  abdominal 
muscles  have  boen  overstretched,  as  by  frequent  pregaancies, 
they  will  not  contract  well.  Separation  of  the  recti  muscles 
will  give  rise  to  much  the  same  condition,  as  the  uteroa  falls 
forwards  between  the  muscles,  and  is  not  compressed  by  them. 
This  condition  is  common  after  an  abdominal  section,  but  is 
often  seen  in  cases  where  there  has  been  no  section.  I  have 
soon  it  in  a  primipara.  In  such  cases,  in  addition  to  the  failure 
of  the  secondary  powers,  the  abnormal  position  of  the  utorioe 
axis  hampers  the  autiou  of  the  primary  powers,  as  tha  qIu)^  >% 


I 


CUNtCAL  OBSTETRICS. 


uol  driven  iato  the  brim  but  agmmst  the  posterior  wall.  Over- 
,  disteDiion  of  the  abdomea  from  aadkes,  a  tumour,  or  even  a  fall 
bUdder  will  hamper  the  acttioa  of  tbe  secondary  as  well  as  the 
primary  powera.  If  peritooitis  be  present,  the  ])ain  will  pre- 
vent the  Moondary  powers  aetiog. 

Humiplegia  or  0v«ii  pamplegia.  as  a  rule,  does  not  afieot  the 
primary  powers,  bat  the  secondary  powers  will  be  more  or  Icsu 
weakened. 

The  to9s  of  one  or  boUi  le^  will  interfere  with  the  seooudary 
powers,  as  the  patient  will  not  be  able  to  bear  down  strotigly. 

Treatmeni, — Bemore  the  caoae,  if  possible,  and  wait  on 
Natnre  a  reasonable  time,  but  not  indefinitely.  The  primary 
powers  may  be  stimolated  by  hot  stapes  to  the  abdomen  or  by 
maasaf^g  the  nterus.  Rrgot  should  not  be  given.  The 
aotion  of  the  seooudary  powers  may  be  assisted  by  applying  a 
tight  abdominnl  hinder.  In  most  cases  artificial  delivery  will 
be  neoessary  by  foroepe,  when  the  head  presents,  or  by  traction, 
if  it  is  a  broeoh  case.  Care  must  be  taken  to  guard  against 
post-parttmi  hgemorrhage,  especially  when  chloroform  has  been 
admioisterod. 

Delay  from  Faults  in  the  Soft  Passages. — If  the  cervix  is 
elongated,  delay  will  be  caused.  In  Uie  tirst  place  it  wiU  not 
dilate  well,  and  the  membranes  are  apt  to  rupture  early,  thus 
giving  a  long  first  stage,  which  will  probably  lead  to  inertia  in 
the  second  stA<;e,  When  full  dilatatiou  has  occurred,  the  cervix 
will  not  have  disappeared  as  in  an  ordinary  case,  but  there  will 
be  a  considerable  channel  through  which  the  presenting  jmrt 
must  pass.  Considerable  i*esistauce  will  be  encountered  and 
the  labour  will  )>e  alow. 

Treabnetit. — When  Nature  fails.  deU^'er  artihciolly.  Do  the 
operation  slowly  to  prevent  laoenition.  There  will  frequently 
be  a  tendency  for  the  whole  uterus  to  pi-olapse,  si>  the  cervix 
must  Im  :iuppoited  and  pushed  above  ihu  pivwMiling  pu.rt  during 
deUvery. 
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Impaction  of  the  Anterior  Lip  of  the  Cervix. — In  these 

I  oases  the  anterior  lip  of  the  cervix  is  somewhat  elongated,  uod 

it  ^t^  nipped  het\veen  the  heud  and  the  symphysis  puhis.      It 

quickly  becometi  oedmuatous  trum  the  pro&sure,  and  may  pro* 

krude  at  tlie  vnlva. 

Treittntcnt. — Support  the  swollen  lip,  and  press  it  up  over  (he 
p^esenti^^  part.  esi>eciiilly  between  the  pains. 

Prolapse  of  the  Vagina  and  Cystoccle. — A  vt;n,  lax 
I  vaginal  wall  will  obstruct  by  lieing  prolaptuid  before  the  pre* 
eenting  pari.  The  trnterior  wall  is  the  one  which  gives  most 
troubW.  Along  with  it  iho  bladder  prolapses,  causing  n  cys- 
tocele,  and  this  may  seriously  obstruct,  if  there  is  much  uriue 
in  the  prolapsed  })orlion  of  the  bladder. 

Trealmr}!/.  -hUnpiy  the  bladder  and  push  the  prolapsed 
portion  above  the  presenting  part  between  the  [lains,  and  keep 
it  up  during  the  pains. 

Distention  of  the  Bladder  or  Rectum  has  aU-eady  been  re- 
ferred to  as  causing  irregular  contractions  and  interfering  with 
rlihe  action  of  the  secondary  powers.     A  tumour  in  the  rectum 
'  or  bladder,  or  a  vesical  calculus  would  have  the  same  effect. 
Besides  the  effect  on  the  oontraotions  there  would  be  direct 
blooking. 

Treiitinenl. — Kmpty  the  bladder  or  i^jctum.  There  will 
probably  be  some  dithculty  in  passing  a  oatheter,  but  this  can 
ba  done  in  the  interval  between  two  pains  by  pushing  the 
presenting  part  up.  If  it  obstruots,  a  tumour  or  calculus  should 
bo  removed. 

Rigidity  of  the  Vagina  and  Perineum. — This  is  usually 
seen  in  pritnipnru^,  especially  in  elderly  ones. 

TreatfncHl. — Hot  sitz-baths,  and  hot  vaginal  douches  assist 
relaxation.  If  an  autiseptic  is  used  in  the  douche,  it  must  not 
be  corrosive  sublimate,  or  more  harm  than  good  wiU  be  done. 
Lysol  makes  the  best  douche,  as  it  lubricates  the  passage.  Hot 
fomeutatioos  to  the  peruwum  ore  UBeful.     When  lh,«  ^tv.u&vua;i 
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is  very  rigid,  incisions  are  sometimes  made  at  e&oh  side  of 
vulva,  but  I  do  not  approve  of  them.  I  prefer  putting  the 
patient  deeply  under  chloroforna,  and  delivering  the  head  slowly 
with  forceps.  In  this  way  the  Ix^rine^ul  can  often  be  saved. 
If  it  does  bear.  It  should  be  stitched  at  onoe.  The  method  of 
supporting  the  perineum  in  natural  delivery,  has  already  l^een 
described. 

Cicatricial  Contraction  of  the  Vagina. — This  arises  from 
former  tearn.  ulcers,  etc.  The  contraction  may  be  so  great,  as 
to  almost  close  the  passage.  As  a  rule,  great  relaxation  and 
softening  ooour  during  the  labour,  and  in  many  oases  tho 
obstruction   will  disappear. 

TrealnietU. — When  the  constriction  iiersists.  it  should  be 
freely  incised  in  a  number  of  places.  Delivery  may  be  left  to 
Natti4«,  bat  forceps  will  genenUIy  tie  required.  If  neoeaaary, 
the  parts  may  be  stitched  after  delivery. 

Persistent  Hymen. — This  condition  is  occasionally  seen 
in  one  case.  I  found  a  very  strong  fleshy  hymen  with  two  very 
small  openings  in  it.     (>i  tearing  it  through  it  bled  profusely, 
luid  it  was  ueuessar)*  to  catch  and  tie  the  vessels, 

Trratnirnt. — Rupture  the  hymen. 

Vaginismus. — As  a  rule,  this  condition  disappears  as  labour 
lulvauces.  but  \  have  seen  a  case  where  it  was  impossible  to 
make  a  va^nal  examination  without  K>^'>ng  chloroform,  f 
made  one  examination  at  the  commencement  of  labour,  and 
then  allowed  roattera  to  take  their  course  for  about  fifteen 
hours.  I  then  chloroformed  the  patient  again,  and  found  the 
OS  fully  dilated,  so  1  delivered  with  forceps.  The  patient  waa 
completely  cured  of  her  vaginismus. 

Tumours  of  the  Vagina  or  Vulva. — You  may  have  a 
solid  curronr  in  ihe  vatpnal  wall,  but  cysts  are  more  frequently 
found.  In  the  vulva  you  may  have  a  biematoma.  The 
following  case  will  illustrate  this.  The  patieut,  a  priinipara, 
was  brought  into  the  hospital  on  account  of  a  Uurge  hematoma 
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of  the  right  side  of  the  \'ulva.  The  aeeoad  stage  of  labour  weis 
weli  adranoed,  and  the  head  low  down,  but  further  progress 
was  blocked  by  the  htematoma,  whiob  was  nearly  as  large  as 
a  fcetal  head.  A  free  incision  was  made,  and  the  olot  turned 
out.  There  was  some  oozing,  but  no  bleeding  from  large 
reosels.  The  child  was  delivered  with  forceps,  and  the  targe 
gaping  wound  stitched  up  fi-om  the  bottom  by  a  continuous 
oatgut  suture.     The  wound  healed  by  first  intention. 

Venereal  Warts  of  the  vulva  may  form  a  serious  obstruc- 
tion, HH  they  are  sure  to  be  exceedingly  septic.  The  following 
case  is  probably  a  unique  one,  as  ihe  patient,  a  primipara, 
bad  a  lateral  placenta  prcevia.  The  whole  of  the  vxilva  was 
covered  with  large  warty  growths,  which  also  encircled  the 
anus.  The  masB  was  exactly  like  a  cauliflower,  and  larger  tlian 
a  fist.  Most  of  the  masses  had  narrow  pedicles,  but  a  number. 
esjKcially  on  the  [XMiterior  vaginal  wall,  just  within  the  four- 
chette,  were  sessile.  They  wore  evidently  gonorrhoeal,  and  were 
very  septic.     They  had  been  growing  for  about  four  months. 

After  cleansing  the  mass  as  thorouglily  as  possible,  I  plugged 
the  vagina  to  control  the  bleeding  from  the  placenta  prwvia, 
and  removed  the  entire  mass,  stitching  up  each  incision  as  1 
went  on.  The  bleeding  was  free,  but  the  stitches  controlled  it. 
As  the  OS  was  sul^ciently  dilated  by  this  time,  I  turned  and 
delivered  the  fwtus.     It  was  aUve,  but  too  pretiiature  to  survive. 

The  patient  remained  free  from  sepsis,  and  all  the  incisions, 
except  those  round  the  anus,  healed  by  first  intention. 

Treatment  oj  Tamuurs  u/  tlie  Vtujina  and  Vulva. — Solid 
tumours  should  be  removed,  and,  if  practicable,  cysts  also. 
The  latter  may  be  inciited  lo  evacuate;  the  contents.  It  may 
he  possible  to  drag  the  head  past  bhe  tumour,  but  this  should 
not  be  done,  as  the  crushing  of  the  tumour  will  oausc  sub- 
noqueat  sloughing,  and  the  patient  l>e  exposed  to  great  risk 
frorn  sepsis  After  the  child  is  delivered  the  part  should  l;e 
stiUjhed,  or  pluggmg  uiay  be  used. 


Obstruction  of  Labour  by  Tumours  of  the  Uterus. 

Tumours  of  the  uterus  itself  often  prevent  conception,  ai 
when  conception  occurs  the  pregniincy  may  be  interrnpted. 
but  in  uome  cases  full  time  \b  reached.  The  effect  upon  tho 
labour  will  depend  upon  the  position,  size,  and  consistence  ol 
the  tumour.  An  interBtitial,  or  subHeroua  fibroid  is  the  uauali 
form  of  tumour  met  with.  The  sulimucous  variety,  as  ft  mle, 
pteveutb  conceptiou.  but  it  ih  uccatiiuually  met  with,  aspecially 
in  t»njunotioo  witli  one  of  the  other  forms.  A  matignant 
tumour  of  the  body  of  the  uterus  would  prevent  conception, 
or  if  conception  should  occui-,  nu  early  abortion  would  Ihj  sure 
to  result. 

If  the  tutuour  is  situated  low  down,  eveu  although  it  amy 
not  Iw  very  Iar}j;e,  it  will  be  almoHt  sure  to  obstruct,  unless  it 
is  suHioientty  movable  to  allow  of  its  being  pushed  above  the 
briin  of  the  pelvis.  A  small  tumour,  or  even  a  fairly  large  one, 
KJCUAted  high  up  in  thp^  uterus,  may  not  seriously  ohstiiict  the 
labour  by  actual  liluckiug.  but  it  will  interfere  with  the  uterine 
oontractions.  and  probably  so  displace  the  uterus,  as  to  cauu 
a  deviation  in  the  uterine  axis. 

The  first  stage  of  labour  is  usually  interfered  with  and  pro- 
longed, and.  if  the  tumour  be  a  large  one  in  the  lower  part  of 
the  uterus,  dilataticm  may  be  prevented.  It  is  usually  in  the 
sMond  stage  that  the  most  dilhculty  arises.  In  the  third 
Htagu  there  is  considerably  more  risk  from  post-panum  htumor- 
rbage  than  in  an  ordinary  case. 

DiotpMsiM. — ^Thiu  is  not  usually  ditlioult.  It  will  be  easy  to 
make  out  a  bard  mass  connected  with  the  uterus.  If  it  is  low 
down,  it  will  be  oaaily  felt  per  va^nam  distinct  from  the  pre- 
senting part. 

ProifHusis. — If  the  tumour  is  likely  to  obstruct  the  {nssage, 
the  condition  will  bo  ver)'  seriouH,  but  if  it  is  high  up,  the  risk 
will  not  >te  very  grettt.  Thure  is  coublderuble  risk  of  (mst- 
partum  hccmorrhage,  and,  if  there  should  Iwauy  bruising  of  the 
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tumour  during  labour,  sopsis  Is  apt  lo  supurvuuti,  aad  the  con- 
liition  will  then  become  a  very  grave  one.  The  risk  to  the 
child  n-ill  lie  considcrahlL*,  ami  will  depend  upon  tht;  amount  of 
obstniuCioii,  and  the  method  of  delivery  which  has  to  l>e  adopted. 

The  foUowinir  cast^R  will  ilIu.sCrate  some  of  the  important 
points  : — 

Cojte  I. — A  primipara,  let.  thirty-two,  was  seen  by  me  in 
consultation.  Phnr  to  her  pregnancy  she  had  been  treated  by 
her  medical  attendant  for  fibroids  of  the  uterus.  There  were 
se%'eral  Hniall  tiunoura  in  ditTerent  parts  of  the  uteiine  wall. 
When  1  saw  hi>r,  the  on  was  (uUy  dilated,  and  the  head  pre- 
senting. The  first  stage  of  labour  had  been  somewhat  tedious. 
None  of  the  tumours  were  low  down,  so  there  was  no  ob- 
atn>ction.  The  patient  was  liet^nniu^'  to  show  indications 
of  exhaustion,  so  chlorufonn  was  administered,  and  I  easily 
delivered  alive  child  by  means  of  axis  tiuotion  foi^^eps.  When 
the  placenta  came  away  the  entire  chorion  was  left  behind.  It 
was  very  adherent,  and  had  to  lie  removed  bit  by  bit.  The 
bleeding  wus  free  but  not  alarming,  and  was  easily  controlled 
by  a  hot  douche  and  a  hypodennic  of  ergot  Bhe  made  a  good 
recovery. 

Com  //. — A  primipara,  set.  thirty-eight,  seen  in  consultation. 
As  her  usual  atti^ndant  was  absent  on  holiday.  I  received  no 
history  of  the  presence  of  tumours.  The  uterus  was  very  large, 
and  at  its  up])er  part  there  were  two  distinct  iY>unded  masses 
which  felt  very  like  fcetal  heads.  A  breech  presented,  so  the  case 
looked  very  like  one  of  twins.  Under  chloroform,  an  extremely 
birge  child  was  delivered  alive  without  much  diflioulty.  The 
seoond  mass  at  the  fundus  was  tlien  seen  to  be  a  fibroid,  As 
the  placenta  could  not  be  expressed,  the  hand  was  ])assef1  into 
the  uterus,  and  a  second  fibroid  was  found  low  down  on  the 
posterior  uterine  wall,  blocking  the  way.  The  chorion  was 
adherent  all  over,  as  in  case  i.  The  lower  fibroid  was  about 
_the  si^c  of  a  oloaed  list.     It  was  subuiaoous,  and  I  &^\i\d  «bj^\.-^ 
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have  shelled  tc  out,  bat  decided  to  le&ve  it.  It  was  remarkable 
that  it  bad  not  obstructed  the  descent  of  the  head.  The  upper 
tumour  was  a  subserous  one.    There  was  very  tittle  loss  of  blood. 

The  patient  made  a  good  rocorer\'.     She  was  quite  unaware  ^ 
of  the  presence  of  the  tumours.  ^M 

Cojie  III. — Mrs.  H.,  v. -para.  ajt.  thirty-six.  This  patient 
was  sent  into  the  hospital  with  a  history  of  pretty  severe  ante- 
partum hffiraorrhage.  The  bleeding  had  commenced  in  thdj 
morninf^,  and  had  continued  more  or  less  throughout  the  day.] 
She  hod  evidently  lost  a  good  deal  of  blood.  Her  pulse  wa« 
144,  and  the  temperature  97*2'  F.  The  oord  was  prolapsed  and 
pulseless. 

On  examining  hm*,  T  found  thn  cervix  dilated,  aud  the  headJ 
partially  engaged.     To  the  right  and  behind  the  cervix  therej 
was  a  flattened-out  tumour  partially  blocking  the  passage.     It 
felt  very  like  a  fibroid  in  the  lower  iwrt  of  the  posterior  wall  of 
the  uterus;  but  it  might  possibly  have  been  a  dermoid  of  the^^ 
ovary.     Delivery  was  ofTcctod  by  forceps  after  perforation.     H^| 
the  child  had  l>een  alive,  I  might  j^ossibly  have  delivered  it  with 
forceps.    A  hot  douche  checked  all  bleeding.    She  was  stimulated 
with  strychnine  bypodormically.     She  made  a  good  recovery. 

Case  IV. — Mrs.  M.,  ix.-para,  et.  (urty-three,  full  lime,  was 
sent  into  hospital  almost  moribund  from  heemorrhage.  The 
uterus  wan  tonically  contracted,  and  a  small  subserous  fibroid 
was  felt  about  the  level  of  the  umbilicus.  The  oord  was  pro-^| 
lapsed  and  pulseless.  A  vaginal  examination  revealed  a  large 
fibroid  completely  blocking  the  cavity  of  the  pelvis.  The  os 
was  high  up  and  to  the  front  at  the  level  of  the  top  of  the 
symphysis  pubis.     It  admitted  two  fingers  transversely. 

The  doctor,  who  sent  her  In,  bad  attended  her  in  all  her| 
former  labours,  which  had  been  normal ;   but,  so  far  as  we 
uould  leoni,  hod  not  known  of  the  presenoc  of   the   tumour 
until  he  was  called  to  her  at  the  oommeucemenb  of  the  present 
labour,     fie  bad  unfortunately  not  recognised  the  gravity  of 
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the  oondJtioD  wheo  he  Haw  her  first,  but  had  ruptured  the 
membranes  to  check  the  bleeding,  This  bad  chocked  the 
bleediag.  but  it  had  allowed  the  cord  to  prolapse. 

Some  neventeen  yearn  bpfore  the  patient  had  U^m  her  urethra 
by  falUa^  agaiust  Homething.  This  had  lioeu  successfully  re- 
paired. She  hod  a  large  recto-vaginal  fistula,  but  whether  or 
not  it  waa  the  result  of  the  same  accident  wo  could  not  asoer* 
tain.  Her  last  child  had  lieen  bom  two  years  before  without  any 
difficulty.  Her  periods  had  been  profuse,  but  she  had  never 
flooded.  During  the  present  pregnancy  she  had  been  under 
iri^atment  for  dropsy.  We  found  a  considerable  amount  of 
albumin  in  her  urine. 

The  case  appeared  utterly  hopeless.  Craniotomy  was  out  of 
the  question,  so  there  was  no  alternative  but  to  leave  her  to 
die  undelivered,  or  to  do  an  extirpation,  or  a  Porro's  operation. 
I  decided  to  do  the  latter  as  quickly  as  possible. 

On  opening  the  abdomen,  it  was  impossible  to  get  au  elastic 
fiigature  round  the  uterus  before  emptying  it,  so  it  was  incised 
and  thu  child  removed.  The  tumour  was  attached  so  low  down 
on  the  posterior  wall,  and  so  jammed  in  the  pelvis,  that  con* 
aiderable  diHicuhy  was  experienced  in  getting  it  up  and  putting 
an  elastic  ligature  roimd  the  cervix.  The  tumour  and  uterus 
were  cut  away,  and  the  stump,  clamped  with  a  wire  ecr&seur. 
was  fixed  in  the  lower  end  of  the  wound  with  pins.  The  outer 
part  of  the  broad  ligaments  had  to  be  stitched.  About  a  quart 
of  normal  saline  solution  was  left  in  the  peritoneal  cavity.  The 
abdominal  wound  was  closed  in  the  usual  way.  She  stood  the 
operation  well,  but  was  sick  for  twenty-four  hours.  Unfor- 
ttmately  we  could  not  feed  her  by  the  rectum,  as  the  fistula 
prevented  retention.  She  did  very  well  (or  forty  hours,  aod  we 
were  beginning  to  have  hopes  of  her  recovery  when  she  sud- 
denly collapsed  and  died  within  an  hour,  apparently  from  delayed 
shook.     There  was  no  heemorrhage. 

I  was  not  surprised  at  the  rosuh,  a<;  I  SQaroel^  «t'^w^«^ ^^nte 


25fi 


CLINICAL  OBSTETRICS. 


I 


patient  wooltl  leave  the  operating  table  alive.  Had  we  gut  her 
for  treatment  when  labour  first  commenced,  there  would  have 
been  a  good  chance  to  save  l>oth  motlier  and  child,  but  to  do 
such  a  serious  ot>t)ra1iou  on  an  almost  puliielt^Hs  patient  gave 
only  an  exoet-diugly  laint  hope  of  saving  her. 

Tritahnenl  in  lahours  complicated  with  fibroids  v/  tM  uterus. 
— ^Tbe  treatment  tn  l>e  adoptnd  will  dopend  upon  the  situation 
and  sir.e  of  the  tumour.  Small  tumuurs  situated  high  in  the 
uterine  wall  will  not,  as  a  rule,  call  for  any  severer  operation 
than  forcepe  or  turning.  Neilhm-  will  Iar«e  lumours  in  the 
same  situation,  unlcsn  they  have  j^rown  downwards  sufticiently 
to  partially  or  wholly  ohstruot  the  inlet.  The  diJIicuU  oases 
are  thoj*o  in  which  thi;  tumour  or  tumours  am  situated  low 
down,  so  that  they  partially  or  entii-oly  obstruct  the  brim.  If 
the  tumour  has  a  pedicle  which  will  allow  of  its  being  pushed 
out  of  the  way,  this  may  be  done,  and  delivery  effected  by 
forceps  or  version,  but  if  the  tumour  is  immovable  one  should 
not  attempt  to  deliver  by  the  natural  passages,  unless  there  i» 
RUflicient  room  to  allow  of  the  passage  of  the  child  without 
much  pres-iure  l>eing  exerted  on  the  tumour.  If  the  child  is 
dead,  craniotomy  should  be  done  as  in  case  iii.  In  that  ease, 
if  the  child  had  been  aJive,  I  might  possibly  have  delivered 
it  with  forceps,  but  there  would  have  lieen  some  risk  from 
pressure.  Where  it  is  quite  evident  that  the  ohild  cannot 
be  delivered  without  exerting  undue  pressure  and  the  child  is 
still  alive,  an  abdominal  section  should  be  done,  and  the  uterus 
and  tumour  romoved  either  by  Porro's  operation,  total  extir- 
pation, or  by  treating  the  stump  cx.traperitoneally  by  stitoliing 
the  peritoneum  over  it.  as  described  on  page  388.  tn  oasee  of 
complete  obstruction,  no  matter  whether  the  child  be  dead  or 
alive,  the  abdominal  operation  must  necessarily  be  done. 

When  delivery  is  eCTeoted  by  the  natural  pafisages,  post- 
partum haemorrhage  must  be  guarded  against.  Tu  two  of  my 
aum  the  chorion  was  completely  adherent. 
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During  the  puerperium  sepsis  may  occur,  auil  if  iL  does  the 
outlook  for  the  puttent  will  \w  serious.  I  am  now  referring 
to  oases  where  delivery  hae  been  by  the  natural  passages,  tn 
such  a  case.  1  would  be  inoUued  to  extirpate  the  uterus  and 
tumour  at  the  f)n%t  indication  of  any  serious  septic  absorption. 

Involution  will  occur  lo  Uie  tumour  as  well  as  la  the  uterus. 

Obstruction  from  Turnouts  of  the  Adnexa. — Solid  or 
cystic  tumours  of  Ihe  aduexa  may  obstruct  labour  as  seriously 
OS  tumours  of  the  uterus  itself.  The  amount  of  obstruction 
\\ill  depend  upon  the  position,  size,  and  consistence  of  the 
mass.  As  cystic  tumours  ai'e  liable  to  have  more  or  less  of 
a  pedicle,  they  are  very  apt  to  be  pusbetl  down  in  front  of  the 
pres4-nting  part,  especially  when  thoy  axe  of  a  meilium  size. 
Twisting  of  the  pe<1icle  is  liable  to  occur  during  the  pregnancy, 
and  especially  during  labour,  and  this  may  lead  to  very  serious 
results  if  the  tumour  Is  not  promptly  removed  before  necrosis 
aelis  iu.  Ovarian  or  other  tumours  will  interfere  with  the  first 
stage  of  labour  in  the  same  way  as  fibroids  do,  and  if  the 
tumour  is  prolapsed  into  the  pelvis,  it  may  completely  block 
the  passage,  and  not  only  prevent  dilututiou  of  the  cervix,  hut 
also  the  passage  of  the  child.  Besides  tlie  nsk  of  twisting 
of  the  pedicle,  tbe  tuinoitr  may  be  so  injured  by  pressure  as  to 
afterwards  become  gan^^enous ;  it  may  be  ruptured ;  and  iu  a 
few  rare  cases,  especially  of  dermoids,  it  has  even  been  forced 
through  the  posterior  fornix,  and  expelled  at  tbe  time  of  labour. 

Com  J.  Partn^arian  Cy»t. — Mrs.  T.,  i.-para,  set.  twenty-five. 
When  Brst  seen,  this  patient  was  well  on  in  the  first  stage  of 
tubour.  The  head  was  partially  lixed  in  the  brim.  Immedi- 
ately below  the  promontory,  a  flattened-ont  cystic  tumour  aboat 
the  size  of  a  snmll  orau>;e  was  fell.  It  could  ^Je  very  ilislinctly 
felt  through  the  rectum.  It  seemed  to  me  to  be  a  simple  thiu- 
walled  oyst,  probably  a  i>arovariaQ  one.  The  obstruction  was 
not  very  great,  but  the  cyst  could  not  tie  puHhwl  up  past  tlte 
liwid.  rt»t  it  was  caught  below  the  promontory.     .\*  t.tuix« -siBfcwxKiS. 
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to  me  to  be  room  for  the  head  to  pass,  I  deoided  to  use  forceps 
oaiiLiouEdy.  Keeping  my  (luger  against  the  cyst,  I  made  tmction, 
and  as  the  head  began  to  advance,  I  suddenly  felt  the  cyat  rup- 
ture. Delivery  of  a  live  child  was  easily  efifected.  The  patient 
did  not  suffer  in  the  least  from  the  sudden  rupture.  She  made 
a  good  recovery. 

I  think  the  result  showed,  that  the  diagnoeis  of  a  parovarian 
cyst  had  been  correct. 

Ca»6  II.  Ovaruin  Cyst. — Mrs.  S.,  i.-para,  iBt.  thirty,  was 
first  seen  by  me  in  consultation,  when  she  was  eight  months 
prognAnt.  She  had  a  tumour  of  the  right  ovar>'  about  the  size 
of  a  large  orange.  It  had  a  fairly  long  pudicle.  No  incon- 
venience had  been  experienced  from  it  until  a  day  or  two  before 
I  saw  her,  when  she  had  been  seized  with  severe  pain  after 
doing  some  heavy  work.  Her  medical  attendant  found,  that  the 
tumour  had  slipped  down  in  front  of  the  uterus.  He  was  able 
to  push  it  up.  When  I  saw  her,  the  tumour  was  well  up  and 
quite  movable.  The  pain  had  lessened  considerably.  It  looked 
as  if  there  had  been  some  twisting  of  the  pedicle,  which  had 
been  relieved  by  roplaoing  the  tumour. 

The  question  we  had  to  decide  was  whether  or  not  to  operafi 
U  the  pedicle  was  twisted,  an  operation  was  called  for  at  onoe  : 
but  as  there  was  no  increase  in  the  size  of  the  tumour,  and  the 
puin  had  almost  gone,  and  the  temperature  and  pidse  were  nor- 
mal, we  decided  to  wait  and  watch  the  patient  carefully. 

She  went  to  full  time  and  was  sajiily  delivered  with  forceps 
as  the  tumour  did  not  obstruct.     She  made  a  good  recovery. 

Case  III.  Suppurating  Dermoid  of  the  Left  Ovan/,  and 
Obstruction  of  the  Bowels  from  Adhesions. — Mrs.  MoC,  at. 
thirty-nine,  xix.-pam,  was  brought  to  hospital  in  a  very  ool-  | 
lapsed  and  hopeless  condition.  She  had  been  in  labour  for 
foar  days,  and  daring  that  time  there  had  been  no  movement 
of  the  bowels.  The  abdomen  had  been  steadily  increasing  in  < 
size,  and  vomiting  bad  been  incessant  for  the  last  day  or  so. 
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She  was  seriously  oollapaed,  with  a  very  feeble  pulse,  and  an* 
anxious  pinchetl  expression.  The  abdomen  was  t^xtremely  dis- 
tended. No  disdnot  tumour  other  than  the  uterus  oouid  be  felt. 
The  vomit  was  distinctly  ffpcal.  The  os  was  partially  dilated, 
and  the  head  presenting. 

I  dilated  the  cennx  manually,  and  delivered  a  dead  child  by 
version.  The  patient  was  very  (reely  stimulated  by  means  of  a 
large  saline  injection  under  the  breast  and  strychnine  hypoder- 
mically.  Au  oblong,  indistinct  swelling  could  now  be  made  out 
to  the  left  of  the  utems.  but  it  was  impossible  to  say  whether 
it  was  a  tumour  or  bowel  distended  with  faeces.  A  very  large 
enema  was  given  as  high  up  into  the  bowel  as  possible,  but 
failed  to  bring  away  any  feeces. 

Two  hours  after  delivery,  I  opened  the  abdomen,  A  large 
t  ouinber  of  adhesions  were  found,  and  to  the  left  and  above  Ute 
Uterus  an  oblong  cyst  of  the  loft  ovary  was  discovered.  It  was 
firmly  attached  to  the  bowel  by  adhesions.  The  bowel  was 
narrowed  for  one  inch  to  about  one  half  its  lumen.  It  was 
very  dark  in  colour.  In  separating  the  strongest  adhesion  the 
cyst  wall,  which  was  very  friable,  gave  way,  and  foetid  pus 
eeeaped.  When  the  cyst  was  removed,  it  was  found  to  be  a 
aappurating  dermoid  of  the  left  ovurr.  The  abdomen  was  well 
flttshed  with  normal  saline  solution,  and  a  large  quantity  of  the 
olntion  allowed  m  remain  in  the  pcritonenl  cavity.  As  the 
Dwel  was  patent,  although  narrowed,  it  was  not  touched. 

The  patient  regained  oonsciousnesa.  but  never  rallied.  She 
died  six  hours  later.  I  opened  the  wound  after  death  and 
removed  the  constricted  bit  of  bowel.      It  was  quite  patent- 

We  subsequently  learned  from  the  friends  of  the  patient,  that 

early  in  pregnancy  this  tumour  had  been  discovered  at  the 

Victoria  Infirmary,  and  she  had  been  advised  to  have  it  re- 

^movcd,  but  had  deoliued.     Although  the  i^atient  and  ali  her 

friends  were  quite  aware  of  the  presence  of  the  tumour,  for 

ome  reason  or  other  they  refrained  ftom  ttien\\oxC\U9,  ^%  ^%rx 
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either  to  those  who  saw  Lhe  patieni  before  ahe  was  sent  into 
hospital,  or  to  any  of  us  in  tho  hospital,  until  after  I  had 
operalecl.  I  suppose  it  was  the  dread  of  an  operation  whioh 
had  kept  them  quiet.  If  the  jmtient  hod  been  operated  on  early 
in  labour,  she  would  have  had  a  good  chanuc  of  iieoovery.  but 
it  was  utterly  hoi>ele89  after  four  days  of  obstruction  of  the 
bowels.  The  \ieat  time  to  have  dealt  with  this  tumour  was 
early  in  pregnancy,  when  it  was  first  discoverer!  at  the  Victoria 
Infirmary. 

li  is  rather  remarkable  that  this  patient  should  have  passed 
thruu|;h  eighteen  laboiu-s  without  any  difficulty,  and  apparently 
without  the  tumour  having  been  discovered.  I  do  not  think 
she  had  ever  been  attended  by  a  medical  man. 

Trcatnwnt  of  Tumours  of  the  Adnexa. — If  the  tumoiu"  is 
discovered  early  in  pregoancy  it  should  be  removed  at  once, 
even  although  it  is  small,  as  the  risk  of  twisting  of  the  |)edicle 
is  considerable.  If  the  pedicle  should  become  twisted,  im< 
naediate  operation  in  colled  for.  If  the  tumour  is  not  dia- 
ooTered  until  within  a  few  weeks  of  full  time,  I  should  be 
inohned  to  wait  to  full  time,  unless,  of  course,  thero  should 
be  a  good  reason  for  operating  at  once.  The  reason  for  this 
is,  that  the  abdominal  wound  would  not  have  time  to  become 
oonsoUdated  before  labour  cam«  on.  and  it  would  probably 
yield. 

In  oases  where  full  time  ha»  been  reached,  and  labour  has 
come  on,  one  must  be  guided  by  much  the  same  principles  as 
with  tumours  of  the  uterus  itself.  If  the  tumour  is  hi^h  up 
no  great  difficulty  may  l>e  experienced,  but  if  it  is  actually 
obstruoting,  one  should  try  to  push  it  up  out  of  the  brim,  so 
fts  to  allow  of  the  passage  of  the  child.  If  this  cannot  be 
done,  or  if  there  is  likely  to  be  injurious  pressure  during 
deUver)',  delivery  should  not  be  attempted  through  the  nutuial 
passages  until  the  tumour  has  been  removed  by  abdominal 
aeotion.      'lapping  tlie  tumour  through  the  vagina  or  abdominal 
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wall  has  been  advisod,  but  this  is  not  a  proceedirifi;  I  would 
care  lo  adopt  With  a  small  tumour  in  Douglas's  pouoh,  tbe 
vaginal  method  of  operation  oould  be  adopted.  When  the 
tumour  has  been  removed,  delivery  should  be  effected  through 
the  natural  passages. 

In  coses  where  delivery  has  occurred,  and  a  Eairly  large 
tumour  is  bft.  ihe  question  of  operating  immediately,  during  the 
puerperium,  or  some  time  later,  will  have  to  be  settled.  On  the 
whole,  £  should  be  iucliaed  to  wait  until  the  puerperium  was 
over,  unless  there  was  evidence  of  bruising  of  the  tumour,  or 
twisting  of  the  pedicle,  when  immediate  operation  would  be 
called  for.     A  sudden  increase  in  the  $i?.e  of  the  tumour,  or 

C great  pain  in  it,  would  be  urgent  indications  for  operation. 
Tumours  connected  with  organs  other  than  those  of  the 
pelvis  might  easily  cause  serious  obstruction.  For  instancti,  a 
movable  kidney,  or  the  rare  condition  of  a  horseshoe  kidney, 
might  easily  block  the  passage  into  the  brim.  I  liave  never 
met  \nth  a  case,  hut.  if  1  should,  I  would  treat  it  by  doing  an 
abdominal  section,  if  the  obstruction  could  not  be  pushed  out 
of  the  way. 

Hernia  into  Douglas's  Pouch. — The  bowol  ib  sometimes 
(Hvlapsed  into  Douglas's  pouch  before  the  presenting  part.  A 
Boftish.  gurgling,  oblong  mass  will  t>e  felt. 

It  can  usually  lie  pushed  out  of  the  way.  but.  if  not.  delivery 
should  bt;  hnstened  hy  iirtititiial  means,  so  as  to  relieve  the 
pressure.  In  pushing  any  obstruction  out  of  the  pelvis,  the 
knee-elbow  position  will  assist  matters,  but  when  the  patient 
is  under  cldoroform,  it  is  difficult  to  place  her  in  this  positiim. 
The  Trendelenbtu-g  position  should  then  be  tried. 


CHAPTER  XXI. 

DELAY   FROM   OBSTRUCTION  IN  THE  PELVIS. 

Methoda  of  DiagnmiDg  a  ContruoMd  Pulvia — MeAtttirenieot  of  a  Oontrected 
Pelvis — Uethod  of  Tnrre&jtinf;  the  t«ngtli  of  the  True  CoDJugace 
dariDg  Deliver)*  (W&lrlier  PcHiitinu)^ItiHkH  hi  the  Mother  duriog 
Pregnancy  and  Labour — Abtiamial  Pelvic  (^<[uabiliter  Juste  Major 
Pelvis)  —  Coulract«d  Pelvic  (.-KquaUiliter  Justo  Minor  PeUis)  — 
OeuerallyCoDtractcd  Hickc^y  Pelvis— Antcro- Posterior  ContnU!tioa — 
Flat  Kickety  Pelvis  —  Diaguosis  of  a  Flat  Pelvis  -  MeeUauiam  of 
Labour  in  a  Flat  FolvU — Forceps  ivrfiu  Taraing — Icjurios  to  the 
Skull,  oW.,  during  Delivery— CaNe« — The  Pelvic  of  Cungenitol  Dis- 
looAtiouH  u!  Both  Hip« — Split  Pelvtfl — Caac  of  Exmrophy  of  Bladder 
and  Split  Pclviii — Spondyloliathetic  Pelvix, 


Thib  is  usually  cauaed  by  contraction  of  one  or  more  of  the 
diameters  of  the  pelvis,  either  at  llie  brim  or  outlet,  or  at 
both.  The  contraction  may  be  (roin  deformity  of  the  pelvis, 
or  from  a  tumour.  The  former  condition  is  iimoh  commoner 
tlian  the  latter. 

The  commonest  form  of  contraoted  pelvis  met  with  iD  Glas- 
gow is  the  flat  rickety.  In  the  Maternity  Hospital  fully  10  per 
cent,  of  our  canes  present  this  deformity  in  a  marked  degree, 
and  many  others  slightly. 

Methods  of  Diagnosing  a  Contracted  Pelvis. — Many  of 
the  women  show  more  or  less  deformity  of  the  legs,  or  spine, 
or  of  lH>th.  The  arms  may  also  be  deformed,  and  the  forehead 
be  heavy  and  square.  In  most  oasea  the  abdomen  will  be 
pendulous.  If  a  primipara  is  observed  to  have  a  pendulous 
/tbdomeu,   cootraotion  of  the   pelvic   brim  should  be  at  onoe 
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suspected.  Deformity  of  the  legs  or  spine  does  not,  however, 
invariably  mean  deformity  of  the  pelvis,  as  one  occasionally 
88  oases  of  even  marked  deformity  of  these  without  the 
ilvis  being  aSeoted.  Abdominal  palpation  is  a  ver)'  valuable 
method  of  diagnosis,  especially  at  or  near  full  time,  ^^heu  the 
head  presents.  The  disproportion  between  the  size  of  the 
bead  and  the  brim  of  the  pelvis  can  easily  be  made  out. 

Measurement  of  a  Contracted  Pelvis. — The  most  impor- 
tant external  measurements  are  the  intererisial  and  inter- 
linoue.  These  will  be  found  to  be  abnormal,  but  not 
essariiy  shortened  (in  some  instances,  as  In  flat  pelves, 
they  may  be  actually  increased).  In  a  normal  pelvis  the 
difference  between  these  two  diameters  should  be  about  1  in. 
With  a  contracted  pelvis,  especially  a  fiat  one,  this  difference 
will  not  exist.  The  intorspinoas  diameter  vrill  be  nearly,  or 
quit«  OS  great  us  the  intercristal  one.  The  external  conjugate 
diameter  is  measured  from  just  below  the  tip  of  the  spine 
of  the  Lost  lumbar  vertebra  to  the  front  of  the  pubis.  As  a 
guide  to  the  length  of  the  true  conjugate  it  is  very  fallacious, 
as  it  is  impossible  tu  estimate  how  much  should  be  deducted 
for  the  thiokuess  of  the  pelvis  behind,  and  the  sympliysis  in 
ont.  Obtiqne  and  transverse  measurements  are  also  made, 
'but  they  are  of  very  little  use.  The  important  external 
measurements  are  the  intercristal  and  interspinous.  i.e.,  the 
distance  between  the  widest  points  of  the  iliac  crests  and 
spines.  In  a  normal  pelvis  the  former  should  be  1  in.  longer 
than  the  latter.    A  fair-sized  pelvis  would  give  11  and  10  in. 

The  most  important  diameter  of  all  is  the  diagonal  conjugate, 

as  from  it  a  very  accurate  estimate  of  the  true  conjugate  can  be 

I  made.     I(  is  measured  from  tlie  centre  of  the  promontory  to  the 

lower  edge  of  the  symphysis.     Tn  a  normal  pelvis  it  is  half  an 

iuoh  longer  than  the  true  conjugate,  but  in  deformed  pelves 

r  three- quarters  of  an  inch  should  be  allowed,  on  account  of  the 

reater  (hiokneas  and  depth  of  the  symphysis  ^abv^.    \\\  "Oc^ 
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living  subjeot  the  liianonal  conjugate  uan  be  easily  measured, 
especially  if  the  patient  is  anEesthebieed.  Various  iwlrimetere 
have  been  invented  for  taking  the  meaauremcnt,  but  none  of 
them  are  better  than — nor  in  my  estimation  as  good  as — the 
fingers.  The  measurement  can  be  taken  \s'ith  the  patient  lying 
either  on  her  back  or  left  side.  The  fore  and  middle  finger  of 
one  hand  are  passed  into  the  vagina  and  presned  up  until  the 
tip  of  tlie  middle  finger  touches  the  centre  of  the  promontory. 
The  position  of  the  lower  edge  of  the  symphysis  pubis  is  then 
marked  on  the  edge  of  the  hand  with  the  nail  of  the  forefinger 
of  the  other  hand.     The  distance  from  this  point  to  the  tip  of 


Pru.  n.— Meuuring  tUc  diagoo&l  conjugate  (PochergiU)>^ 

the  middle  finger  gives  the  length  of  the  diagonal  conjugal 
By  subtracting  three-quarters  of  an  inch  from  this  in  an  ab- 
normal pelvis,  you  get  a  very  fair  estimate  of  the  length  of  the 
tme  conjugate.  lu  a  normal  pelvis  it  is  ditlicult  to  reach  the 
promontory,  unless  yom-  fingers  aie  exceptionally  long  ;  there- 
fore, in  every  case  in  which  the  promontory  is  reached  with 
euw,  some  contraction  is  likely  to  exist.  On  the  other  hand, 
if  you  cannot  reach  it.  you  may  feel  pretty  confident  that  the 
conjugate  is  not  contracted. 

In  some  cases  a  double  pi-omontory  is  met  with,  or  than 
may  be  a  ridge  on  the  sacrum  which  feels  very  like  the  pro- 
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moutory,  so  care  mutit  b«  Ukeu  lo  make  sure  that  you  have 
reached  the  oectre  of  the  true  promontory,  i.e.,  the  higher  one. 

The  most  aeourate  method  of  (gauging  the  size  of  the  con- 
jugate is  hy  passing  the  fiDgoi-ti  or  thu  closed  hand  iu,  and 
rotating  the  hand  into  the  conjugate.  If  tl)e  conjugate  will 
allow  the  hand  to  pass  easily  the  thumb  may  be  placed  by  the 
side  of  the  hand,  and  the  exact  8i;te  estimated.  My  hand 
happens  to  be  small  and  only  measures  <i  in.  across  the  knuckleit, 
eo  that,  when  I  God  it  will  just  pass,  I  know  I  have  to  deal 
with  a  3  in.  conjugate.  If  you  know  the  size  of  your  band 
you  need  no  other  measure.  This  examination  can  only  be 
made  under  chloroform,  and  is  best  done  when  the  os  is  fully 
dilated.     After  delix-ery  it  is  very  easily  made. 

When  measuring  the  size  of  the  conjugate,  one  should  always 
explore  the  shajw  of  the  inlet  by  sweeping  the  fingers  round.  One 
side  of  the  pelvis  may  be  found  to  be  quite  roomy.  The  size  of 
kbe  arch  of  the  pubcs  should  also  be  estimated,  and  the  curve 
of  the  sacrum  and  amount  of  projection  and  movability  of  the 
oocoyx.  The  distance  between  tbe  ischial  tuberosities  should 
also  be  ascertained.  After  some  experience  ono  can  very  quickly 
farm  an  estimate  of  the  size  and  sha^M;  of  h  pelvis,  Mid  the 
likelihood  of  dilHculties  arising  during  labour. 

Method  of  Increasing  the  Length  of  the  True  Con- 
jugate during  Delivery.  —The  »acro-iliac  joints  do  not  admit 
of  much  movement,  hut  when  weight  is  applied  to  the  front  of 
the  innominate  bones  they  allow  of  a  certain  amount  of  rutution 
of  these  bones.  13y  plaolng  the  patient  in  the  Walcher  posi- 
tion, it  is  ix)8sihle  to  enlarge  the  true  conjugate  alx)ut  one-third 
of  an  inch.  The  pntiont  must  lie  on  her  back  with  her  h\\x 
at  t>ie  fxlge  of  the  Ited  ur  table,  and  her  legs  hanging  down. 
The  feet  nmst  not  touch  the  floor  or  he  supported  in  any  way. 
The  weight  of  the  je^s  drags  on  the  front  of  the  pelvis,  prinoi- 
pttlly  through  the  V  ligament  of  Bigelow.  The  innominate 
boneA  are  thud  dragged  down  from  Uie  sautaux,  to^Ak^\C]n&.Vli^ucb)^ 


J 


afifi 


CLINICAL  OBSTETRICS. 


place  round  the  sacro-iliac  joints.      The  symphysis  pnbts 
drawn  down  and  away  from  the  promontory,  and  the  true  con- 
jugate is  lengthened  about  one-third  of  an  inch.    The  conjugate  ftt 
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Pin.  19.— Walcher'a  poiiUon  |Fol)ifn^ilI). 

the  outlet  is  slightly  decreaBed  aa  the  tsymphysis  pubis  is  brouglit 
nearer  the  uocoyx.  so  that,  as  soon  as  the  bead  baa  passed  the 
brim,  the  patient  should  be  placed  in  the  ordinary  position  to 
oomfieie  delivery.     The  gain  o(  only  ons'lhird  ot  an  inch  may 
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not  seem  very  muoh,  but  when  Uie  pelvis  is  contracted  it  will 
often  enable  you  to  deliver  a  live  child  when  this  ooold  not  be 
done  in  the  ordinnry  obstetric  position. 

The  pelvis  may  also  be  enlarged  by  the  opeoiug  up  of  the 
symphysis  pubis,  either  aceidentally  or  by  the  opi;nition  of 
symphysiotomy.  I  have  only  ooce  seen  this  happen  accident- 
ally, in  the  delivery  of  an  after-coming  head  by  suprapubic 
pressure  through  a  flattened  pelvis. 

Risks  to  the  Mother  during  Pregnancy  and  Labour.— 
During  jneRnancy  the  head  is  prevent^  from  ainkinf;  into  the 
pelvis,  and  as  a  uonse^juentje  the  uterus  is  high  in  the  abdomen. 
The  inlerabdominal  pressure  is  thus  inoroased,  and  the  uterus 
is  very  liable  to  deviate  to  one  or  other  side,  or  more  freiiuenlly 
forwards,  causing  a  pendulous  abdomen.  The  patient  will  thus 
suffer  from  pressure  symptoms.  During  labour  the  head  may 
not  fit  into  the  hrim,  hu  the  liag  of  rnemhrnnes  will  protrude 
in  a  sausage  shape  and  rupture  early,  and  dilatation  be  much 
delayed,  or  even  prevented,  if  the  head  is  unable  to  descend. 
If  the  contractions  continue,  the  lower  uterine  segment  vnW 
thin  out,  and  Bandl's  ring  become  apparent.  There  is  then 
great  risk  of  niptm*e  of  the  uterus.  If  there  is  room  the  fcctus 
may  ultimately  be  expelldd,  bnt  ite  head  will  be  excessively 
monlded,  and  the  liones  sometimes  iDdenle<l  or  fractured  by  the 
pressui'e  of  the  promontory,  while  the  mother's  soft  parts  may 
suffer  from  bruising  and  lacemtion.  If  the  contraction  is  too 
great  to  allow  of  the  passage  of  the  fanus,  the  uterus  will  either 
rupture,  or  the  patient  will  die  of  exhaustion. 

During  pregnancy  the  risks  to  the  foetas  are  not  any  greater 
bail    in    an    ordinary   case,    but    during  delivery   they  arc 
"^enormously  increased. 

Abnormal  Pelvis  (i£quabiliter  Justo  Major  Pelvis).— 
This  ift  not  a  contracted  pelvis,  but  a  uniformly  eoJarged  one. 
It  might  be  oallod  a  giant  pelvis.  The  woman  may  not  be 
very  tall,  but  she  will  be  large  framed, 
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The  only  effect  this  kind  of  pelvis  has  on  labour  is  to  allow 
of  it  being  qaick  and  easy.  A  precipitate  labour  is  more  likely 
to  occur  with  this  than  with  an  ordinary  sized  pelvis. 

Contracted  Pelvis  (^quabiliter  Justo  Minor  Pelvis). — 
The  justo  minor  pelvis  is  contracted,  but  not  deformed.  It  is 
mcroly  a  small  pelvis  of  normal  ahajje.  All  the  diamotera  are 
equally  contractral.  In  some  the  contraction  is  veiy  alight  and 
has  little  etfeot  on  lAl>our,  while  in  others  it  may  be  sufilcient 
to  render  labour  very  diflicult. 

The  patient  may  he  a  small  woman,  hut  she  is  not  neces- 
sarily so.  Many  small  women  have  perfectly  normal  pelves. 
The  promontory  will  hf>  reached  with  ease,  and  the  diagonal 
conjugate  found  under  4i  iti.  Thu  transverse  diameters  will 
he  smaller  than  usual. 

Labour  in  a  justo  minor  pehns  is  nioi-e  diUicult  than  in 
a  normal  one.  The  mechanism  of  labour  is  the  same,  only 
flexion  must  be  very  marked,  to  allow  as  small  a  diameter 
as  possible  to  pass.  Artificial  delivery  will  very  likely  be 
necessary.  These  are  typical  oases  for  forceps.  If  forceps 
fail,  and  the  child  is  still  alive,  a  symphysiotomy  may  lie  done. 
If  the  child  is  dead  do  a  craniotomy.  Ciesarlan  section  will 
rarely  be  nL-cessan,',  unlnga  the  child  is  very  large.  If  the  head 
fails  to  enter  ihti  briui,  and  is  evidently  too  large  to  pass,  a  sec- 
tion will  be  called  for,  if  the  child  is  alive,  II  great  dil^oulty 
is  expenenc(-<l  lu  deliverinf;  the  child  in  the  first  labour,  an 
induction  of  labour  should  be  done  in  suhserjucnt  pregnancies. 

A  generally  Contracted  Rickety  Pelvis  is  Hometimcs 
met  with.  The  promontory  will  b*'  pushed  forward  .somewhat, 
so  the  conjugate  diiuneter  will  be  shortened,  but  there  will 
not  he  the  lengthening  of  the  transverse  diameter  whioh  is 
ohnracteristic  of  a  true  flattened  pelvis.  The  development  of 
the  pelvis  has  beuu  interfered  with  by  rickets,  hut  the  softemog 
of  the  bones  hM  not  been  suHWieut  to  allow  of  gi-eat  flatteniu| 
of  tho  pelvis. 
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Anlcro- Posterior  Contraction — Flat  Rickety  Pelvis. — 
In  this  condition  tho  pelvis  is  flatteneri  from  beforp  backwards, 
i.0.,  the  promoutory  in  pushed  forwards,  and  the  pubis  back-l 
wards.  The  oonjuf^te  diameter  at  the  brim  is  decreased,  while 
the  transverse  one  is  increased.  The  brim  is  kidney -shaped, 
and  its  inclination  is  increased.  The  iliac  boDes  are  thickened 
and  flattened  out,  eu  that  the  interspinous  diameter,  instead  of 
Ix^ing  an  inch  shorter  tlian  the  interorisuil,  is  equal  to  it.  or 
even  greater.  The  sacrum  is  flatter  than  in  an  ordinaiy  pelvie, 
the  isohial  tuberosities  farther  apfirt,  and  the  pubic  arcb  is 
wider.     The  outlet  is.  therefore,  increased  in  size.    The  con- 
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Lraction  lies  nt  the  brim  in  thu  antero-poslRrior  diameter,  and 
it  is  there  diflioulty  ansea,  Let  the  head  onoe  pass  the  hrim 
and  there  will  be  no  difllicuUy  at  the  outlet. 

In  the  great  majority  of  cases  flattening  of  the  pelvis  is  due 
to  rickets  in  infancy,  but  occasionally  a  non-rachitic  flat  jkJvvs 
is  seen,  due  to  some  peculiarity  in  development,  as  no  traoaj 
of  rickets  or  other  disease  can  be  found.      As  already  statcd^i 
we  sometimes  have  more  or  less  flatleniuK  from  rickets  in  a 
generally  unntraoted  pelvis. 

Rickets  Is  u  disease  of  the  tirst  and  second  years  of  life.  The 
cort'daginous  elements  from  which  the  bones  are  developed  grc^w 
rapidly,  hut  at  first  there  is  a  want  ol  de^ft\X\Qti  cA.  >\i9.  vav\^'c«\. 
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ooQstitueats  aad  the  bones  remain  very  soft,  aod  any  meohaaioal 
foroe  applied  to  them  will  cause  beadiux.  This  in  quite  evident 
in  the  arms,  legs  and  Kpine,  but  the  Hamc  thing  hiip[>on$  in  the 
pelvis.  The  weight  of  the  body  is  transmitted  as  a  downward 
force,  along  u  line  which  passes  through  the  promontory  of  the 
sacmin.  The  force  is  transmitted  from  the  sacrum  to  the  pelvis, 
and  then  to  the  ground  through  the  acetabula  and  legs  in  stand* 
ing  or  walking,  or  through  the  ischial  tuberosities  in  sittiug. 
While  the  child  is  sitting,  the  downward  force  ia  partly  spent  in 
acting  in  the  plane  of  the  brim,  and  this  tends  to  force  the 
promontory  forwards,  i.e..  to  shorten  the  brim  antero-poste- 
riorly,  and  necessarily  to  widen  it  transversely.  In  the  same 
way,  sitting  tends  to  widen  the  outlet.  In  standing,  the  upward 
pressure  through  the  aoetabula  tends  to  force  the  sides  of  the 
pelvis  inwards,  and  thus  to  narrow  it  transversely.  As  a  rule, 
a  rickety  child  cannot  walk  while  the  pelvis  ia  soft,  but  in  the 
disease  oeteo-malaoia,  which  is  one  of  adult  Ufe,  the  bones 
become  very  soft,  and  we  Itave  this  forcing  in  of  the  sides  of 
the  [lelvis.  In  some  cases,  however,  the  rickets  occur  when 
the  child  is  walking,  and  we  then  have  the  acetabula  forced  in, 
giving  rise  to  the  triradiate  or  psbudo-maUcosteon  pelvis.  If 
there  is  much  lateral  curvature  of  the  spine,  the  weight  of  the 
body  will  be  thrown  to  one  side,  and  tliat  side  will  be  pressed 
in,  giving  rise  to  the  scolio-i-achitic  obliquely  contracted  pelvis. 
With  rickets  we  thus  find  a  number  of  different  deformities  of 
the  pelvis,  but  the  Hat  pelvis  is  by  far  the  commonest  one. 

Diagnosis  of  a  Flat  Pelvis. — In  most  cases  the  patient  will 
show  indication  of  rickets,  in  deformity  of  the  limbs,  etc..  and 
the  abdomen  will  be  very  prominent.  The  iliac  crests  will  be 
felt  to  be  thicker  and  leas  curved  than  usual.  Die  intercristal 
and  interspinous  diameters  will  ht  foimd  to  be  nearly  the  same 
length.  The  heebd,  if  it  presents,  will  be  felt  lying  free  above 
the  brim,  and  if  there  is  much  contraction  it  will  overlap  the 
tojr  of  the  syinphyHis.     On  making  a  vaginal  examinalion  the 
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omontory  will  be  reached  with  ease,  and  the  presenting  part 
^^Ul  be  fouDd  lyiug  abore  the  brim.  If  it  i»  the  head,  it  \i\\\ 
UBualiy  be  lyinn:  transversely,  with  the  anterior  and  posterior 
fontanelles  on  nearly  the  same  level  and  the  sagittal  suture  in 
the  transverse  diameter  of  the  pelvis,  either  near  the  symphysis 
or  the  promontory,  accorrling  to  which  parietal  bone  is  present- 
ing. The  membranes  are  linblo  to  protrude  in  n  sausage  shape 
and  to  rupture  early. 

Prognosii, — This  will  depend  upon  the  amount  of  ooatraction, 
the  relative  size  of  the  head  and  the  way  in  which  it  pre- 
ents.     If  it  is  a  case  in  which  natural  efforts  can  finish  the 
ibour  in  a  reasonable  time  the  risks  should  not  he  very  ^^reAl. 
IOq  the  other  hand,  if  ortiHcial  interference  is  required,  the  risk 
to  the  mother  will  be  considerably  increased,  and  may  leave 
^lifctle  or  no  hope  for  the  child,  who  is  doomed,  if  a  destructive 
[>peration  be  required. 
Mechanism  of  Labour  in  a   Flat   Pelvis. — This  differs 
tsomewhai.  from  &hat  in  an  ordinary  pelvis.     The  head  usually 
resents  with  the  oocipito-fruntul  diameter  in  the  transverse  of 
the  pelvis.    The  head  is  not  flexed,  so  the  anterior  and  posterior 
Ifonlanelles  are  on  a  level.    It  is  here  we  sec  the  typical  parietal 
Lpresentations  mentioned  on  poii^e  306.     The  anterior  parietal 
f:preBentatton  is  the  meet  usual  ooe.     The  sagittal  suture  will 
be  felt  running  transversely  across  the  pelvis  near  the  promon- 
tory.    When  the  posterior  parietal  presents,  the  sagittal  suture 
will  bo  felt  near  the  symphysis.     The  bi-parietal  diameter  of 
the  head  lies  in  the  conjugate,  but  this  is  the  longest  transverse 
diameter  of  the  head  in  the  shortest  diameter  of  the  pelns.    To 
bring  the  bi-teraporal,  or  shortest  diameter  of  the  head,  into  the 
coDJugate,  the  fore  part  of  the  head  dips  a  little,  or  extends 
tftlightly,  and  the  head  slips  towards  its  occipital  end.     If  it  is 
ru  anterior  parietal  presentation,  the  sagittal  suture  will  be  felt 
to  pass  nearer  the  promontory  than  it  was  when  labour  began, 
and  the  parietal  bone  will  be  fell  coming  \ovieY  '\tv  ^^'&  v^"^*^- 
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When  it  has  advanced  a  oercain  distance  it  becomes  pivoted,  i 
it  were,  on  the  symphysis,  and  tho  posterior  side  of  the  head  il 
gradually  diiven  donni  round  tlie  promontory.  The  sagittal 
BUture  will  now  be  felt  to  oome  forwards.  A  groove  or  depres* 
sion  may  be  formed  by  the  promontory,  as  the  posterior  side  of 
the  head  rounds  it.  When  the  posterior  parietal  presents,  it  gets 
pivoted  on  the  promontory,  and  the  antorior  side  of  the  head  ia 
driven  round  the  symphysis,  the  sagittal  suture  pussing  towards 
the  centre  of  the  pelvis.  The  posterior  side  of  the  head  may  h^ 
indented  by  the  promoulary.  |H 

After  the  head  has  passed  the  brim,  the  mechanism  becomes 
ranch  the  same  as  in  an  ordinary  pelvis.  A  certain  amount  of 
flexion  will  occur,  and  internal  rotation  of  the  occiput  forwards, 
and  extension.  As  the  outlet  is  enlarged,  the  head  will  escape 
easily ;  but,  as  the  sacrum  is  straighter  than  usual,  the  perineum 
may  easily  lie  torn. 

The  anterior  parietal  presentation  is  a  much  more  favourable 
one  than  the  posterior.     Fortunately  it  is  the  commoner  of  tfaM 
two,  ^M 

In  the  non-rachitiu  flat  pelvis,  where  the  transverse  diameter 
of  the  pelvis  is  somewhat  lessened,  the  head  cannot  extend 
or  slip  towards  its  occipital  end  ;  it  becomes  extremely  flexed, 
and  passes  down,  as  in  a  generally  contracted  pelvis.  The 
|X>sterior  parietal  bone  will  be  grooved  in  a.  more  or  less  longi- 
tudinal direction,  as  it  passes  the  promontory. 

'I'rmtmcnt. — This  will  depend  upon  the  amount  of  oontractioii, 
and  the  relative  size  of  the  child's  head.  If  the  true  oon- 
ju>,'ate  is  3j[  in.,  or  less,  there  will  Iw  little  hope  of  getting  a  live 
child  through,  unless  the  head  is  very  small.  If  the  child  is 
alive,  GiBB&rian  section  should  be  done  as  soon  as  the  oa  in 
dilated  suflioiently  to  Eulniit  a  finger.  If  the  conjugatf  in  under 
2  in  ,  ('tcsarian  section  should  hu  done,  even  if  the  uliikl  is  dead ; 
unless,  indeed,  it  is  macerated.  If  the  conjugate  is  from  3  in.  i 
to  3s  in.,  and  the  head  Is  not  ver}*  large,  deliver)'  of  a  live  child 
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may  be  possible,  either  by  forceps  or  turning,  placing  the  patient 
in  the  Walcher  position  while  bringing  tlio  hea*l  through  the 
brim.  Symphysiotomy  is  a  very  suitable  operation  in  such 
cases.  If  the  child  is  dead,  craniotomy  should  he  done.  At  the 
present  day  one  is  rarely  justified  in  doing  craniotomy  on  a 
live  child,  unless  there  are  strong  reasons  against  either  Gffisarian 
section  or  symphysiotomy. 

When  the  case  is  first  seen  one  should  decide,  as  soon  as 
possible,  on  the  method  of  delivery.  If  it  is  to  be  Gffisarian 
section  the  sooner  it  is  done  the  better,  before  the  woman  becomes 
exhausted.  If  the  case  he  under  observation,  I  would  do  the 
operation  before  the  actual  pains  set  in,  i.e.,  as  soon  as  the 
cervix  is  taken  up  and  the  os  will  admit  a  finger.  If  it  is 
decided  to  deliver  through  the  natural  passages,  the  membranes 
should  be  preserved  as  long  as  possible.  If  they  rupture  early, 
as  they  ore  apt  to  do,  dilatation  will  be  hindered,  and  in  many 
cases  vnW  have  to  be  done  artificially,  either  manually  or  by  the 
use  of  Champetior  de  Ribes'  or  Barnes'  bags.  The  bags  are 
most  useful  in  these  oases,  aa  they  retain  a  certain  amount  of 
Ibe  liquor  amnii  in  the  uterus.  The  second  stage  should  be 
allowed  to  go  on  for  several  hours,  if  there  ia  a  chance  of  the 
labour  being  6msbed  by  nattural  efforts,  or  if  you  have  decided 
to  use  forceps.  The  patient,  however,  must  be  watched  care- 
fully, especially  if  the  pains  are  strong,  and  on  the  first  indication 
of  thinning  out  of  the  lower  uterine  segment  and  the  appearance 
of  Bandl's  ring,  steps  must  at  once  be  taken  to  dehver  by  for- 
ceps, symphysiotomy,  or  craniotomy^  but  never  by  version.  If 
version  is  decided  upon,  it  should  lie  done  at  the  beginning  of 
the  second  stage,  and  never  when  the  uterus  is  (irmly  retracted 
round  the  child. 

Forceps  versus  Turning. — At  one  time  turning  was  almost 
invariably  done  in  dat  pelves  in  preference  to  deUvery  by  for- 
ceps, but  since  asis-traciion  instruments  have  come  into  use 
they  are  much  more  irequently  used  than  t\\ft  o\\et  Vwoa  ^«»  • 
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Therd  are  certain  ii&nnH  in  which  turning  will  ijpve  the  bsBt 
ohanoee  of  getting  a  live  child  through,  while  there  are  othere 
in  which,  I  believe,  axis-traction  forceps  are  preferable.  If  the 
pelvis  is  wider  towards  one  side  thnn  the  other,  «nd  if,  by  turn- 
ing, you  can  briug  the  head  through  that  ^ide,  theu  manifestly 
turning  is  preferable  to  forceps.  Anterior  parietal  presentations 
arc  the  ones  which  are  most  suited  for  forceps,  just  as  they  are 
the  ones  in  which  natural  delivery  tnost  frequently  occurs, 
Posterior  parietal  presentations,  ou  tlie  other  haod,  are  not  ao 
suitable  for  forceps  delivery,  and,  if  possible,  version  should  be 
done.  In  all  cases  the  Walcher  position  'thould  be  wlopted 
while  the  head  is  passing  the  brirn.  After  the  head  has  jmssed 
the  brim,  the  insttuineutii  should  be  taken  09*  and  reai)plied  to 
the  sides  nf  the  bp^.  as  the  hrat  ^rtp  will  ntwessarily  have 
l>een  antero-pustertor  as  regards  the  bend.  Care  must  be  taken 
of  the  perineum,  as  it  may  vevy  easily  be  torn.  Antero-posterior 
forceps  have  been  devised  for  these  cases.  The  blades  are 
applied  to  the  sides  of  the  head  and  lie  antero- posteriorly  in  the 
pelvis,  but  I  do  not  think  they  are  as  useful  instruioents  as  the 
ordinary  axis-traction  ones.  For  one  thing,  it  is  impossible 
properly  to  apply  the  axis-traction  principles  to  them.  They 
are  very  jrawerful  instmmentfi,  and  mischief  may  he  done  with 
them. 


Injuriks  to  thb  Skull,  etc.,  dobino  Dbliybby. 

If  there  baa  been  much  difficulty  in  delivering  the  bead,  the 
portion  of  the  skull  which  ]ay  a^inst  the  promontory  will 
probably  be  fouud  to  have  an  indentation.  This  may  be  a 
spooD-shafwd  depression,  or  an  ordinary  depressed  fracture. 
The  spooD-shapod  depressions  usually  lise  of  themselves  in 
s  short  time,  but  they  can  lie  elevi\ted  al  once  by  compressing 
the  head  antero- posteriorly.  This  should  be  done  at  onoo  to 
relieve  pressure  ujKin  the  brato.  It  it  is  a  depressed  fnMsture 
it  cannot  be  raised  in  this  way.     The  brain  may  be  lacerated. 
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and  this  will  probably  cause  the  child's  death.  Immediate 
elevation,  by  cutting  down  and  ioHerting  a  probe  or  periosteum 
elevator  tinder  the  bone,  above  the  dura  mater,  bas  bci^n  done 
snooesafully  in  a  number  of  oaBefl(see  case,  page  577).  It  nhould 
be  done  with  slrjot  aseptic  precautions.  Where  the  child  shows 
difficulty  of  breathing,  elevation  of  the  bone  usually  relieves  it 
very  quickly.  In  some  oasea  there  may  be  uo  injury*  to  the  skull, 
but  meningeal  hffimorrhopes,  or  heemorrhages  into  the  brain 
Bubslance,  may  c^ufle  the  death  of  the  child.  These  occur  more 
frequently  when  the  head  has  come  last.  If  the  child  recover?  it 
may  develop  imbecility.  It  is  dittioull  to  a^y  bow  often  imbecility 
may  be  traced  to  injury  during  biith,  but  I  have  certainly  aeen 
it  follow  in  a  marked  degree  in  one  case,  and  in  a  lesBer  degree 
in  another.  In  the  firat  case  the  delivery  was  by  the  breech. 
There  was  f^roat  dtftioulty  in  resuscitating  the  child,  and  he  then 
began  to  have  couvulsioiis,  which  continued  for  thirty-six  houra. 
These  were  finally  checked  after  small  doses  of  chloml  hydrate 
hwl  l>een  repeated  every  fifteen  minutes,  until  he  had  got 
15  gr.  He  then  slept  for  thi-ee  days,  but  could  be  roused 
long  enough  to  swallow  a  little  milk.  He  is  now  aix  years 
old  and  is  an  imbecile,  able  to  say  a  few  words  and  to  walk 
with  considerable  difljculty.  The  convulsions  were  continuous, 
and  so  terrible  that  I  persisted  with  the  chloral  in  order  to  »top 
them  at  any  risk.  The  second  case,  I  delivered  with  axis- 
traction  forceps,  after  other  instniments  hml  been  tried.  I  was 
sent  f<»*  to  do  a  craniotomy,  hut  managed  to  deliver  the  child 
alive.  He  bad  no  convulsions,  but  at  the  o^  of  four  ho  speaks 
with  difficulty  and  showR  a  certain  amount  of  weakness  in 
brain  power.     He  will  probably  outgi-ow  the  condition. 

Injury  to  the  eye  is  ^metimes  caused.     This  may  be  by  the 
blade  of  the  forceps,  or  by  the  promontory  cnishing  the  temple 
and  fracturing  through  the  orbital  plate.     The  eye  may  be  com- 
pletely enucleated.     Opacity  of  the  cornea  som&tiixi^%  ^v:;e».^%^ 
from  the  pi-essujv.     It  nifty  render  the  w\vo\fe  ftonys*  o^aopft. 
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but  in  all  oasss  observed  by  me  there  has  beeD  a  linear  denser 
opacity  about  the  centre  of  the  cornea,  running  up  and  down. 
In  several  cases  I  observed  this  linear  density  immediately  after 
the  birth  of  the  child.  The  condition  is  evidently  oaased  by 
pressure.  It  clears  up  to  a  large  extent,  but  the  linear  opacity 
is  liable  to  remain.  Htemorrhagcs  may  occur  into  the  anterior 
chamber  of  the  eye.  under  the  retina,  or  conjunctiva,  or  evea 
into  the  optio  nerve.  ^ 

With  flat  pelves,  as  with  other  abnormal  ones,  malpresenta™ 
tions  are  common.  The  most  frcquont  nmtprosontntiou  ts 
transverse.  It  should  be  dealt  vfiih  by  version,  but  this  should 
never  l>e  attempted  if  the  uterus  is  retracted  round  the  child. 
as  ruptmx!  of  the  uterus  will  h«  caused.  An  erabryulcia  should 
then  be  done.  If  the  faoe  presents  voraioa  should  be  done 
early,  but  if  the  face  is  jammed  in  the  pelvis  forceps  should  be 
tried,  and  if  these  fail,  craniotomy.  The  must  ditlicult  faoe 
case  I  h&ve  ever  dealt  with  was  in  a  flat  pelvis.  The  face  was 
jammed  in  the  pelvis  transversely.  The  ordinary  curved  instru- 
ments were  of  no  use,  hut  I  managed  to  deliver  with  straight 
ones.  Forward  rotation  did  not  occur  until  the  faoe  was 
partially  bom.  The  flattening  of  the  pelvis  had  prevented  this. 
The  cord  is  very  liable  to  be  prolapsed  in  contracted  pelves. 
It  should  be  dealt  with  in  the  usual  way. 

The  Pelvis  of  Congenital  Dislocation  of  both  Hips. — 

1^^^        The  abnormal  position  of  ihv  heiuU  of  the  femora  on  the  dorsa 

^^^1        ilii  onuses  a  considerable  widening  of  the  pelvis  Iransversely. 

^^^1        both  at  the  brim  and  outlet.     The  conjugate  will  be  relatively 

^^H        shortened.     At  the  outlet  the  lubera  isohii  are  wide  apart  and 

^^^B        the  pubic  angle  much  increased. 

^^H  If  the  dislocation  is  on  one  side  only,  that  side  of  the  pelvis 

^^H        will  be  widened,  and  the  symphysis  be  pulled  a  little  towards 

^^H        the  same  side. 

^^^1  There  is  not  likely  to  lie  any  dtfliuulty  with  the  labour. 

^^H  Split  Pelvis. — In  thtti  pelvis  thei-e  is  a  congenital  absen 
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of  the  symphysis  pubis,  and  the  bones  are  counected  by  a 
fibrous  band.  The  pressure  of  the  femora  rotates  the  innom- 
inate bonen  about  tho  sacrum,  ro  that  the  posterior  iliac  spines 
approach  each  other.  The  sacrum  slips  forwards  and  down- 
wards, and  in  extreme  cases  it  looks  as  if  the  pelvis  were  in- 
rerted.  The  pelvis  is  flattened  and  widened  much,  as  in 
rickets.  it  is  usually  associated  with  extroversion  of  the 
bladder,  and  therefore  pregnancy  is  exceedinsly  rare.  The  gap 
in  front  allows  of  dtslivery  without  difliculty.  hut  the  perineum 
18  asually  torn. 

Case  of  Exstrophy  of  Bladder  and  Split  Pelvis  Compli- 
cating Labour. — I  am  indebted  to  my  friend,  Dr.  James 
Adam,  of  Hamilton,  for  the  notes  and  drawings  of  ibis 
case.' 

"The  patient  as  1  first  aaw  her  in  November,  1900,  was 
a  well- nourished  woman,  aged  twenty-two.  and  about  five 
months  pregnant.  In  earlier  years  she  had  Iwen  told  by  a 
doctor  that  the  extroversion  might  get  all  right  when  she 
was  twenty-one.  She  seems  to  have  lielieved  and  acted  on 
this  ;  at  any  rate  she  got  married  at  that  age. 

"  Examination  of  the  abdomen  showed  the  following  three 
structures  from  above  downwards  : — 

"  1.  An  umbilical  area  of  about  3  in,  in  diameter  covered 
by  thin  parohment-hke  cuticle  which  hardly  seemed  strong 
enough  to  retain  the  protruding  intestines ;  yet  the  hernia 
did  not  enlarge. 

"  2.  A  vesical  area  immediately  adjoining  the  umbiUcal  area 
above,  of  about  the  same  diameter,  and  extending  below  to 
tho  tissue  whioh  replaced  the  pubic  symphysis.  This  ai'ea, 
really  a,  small  portion  of  the  posterior  wall  of  the  bladder, 
projected  about  1  in.  above  the  general  sui-face,  and  shaded  off 
at  its  margin  into  the  surrounding  skin,  but  at  its  inferior  and 

<  Dr.  Adam  hu  publiabed  notea  of  thiH  ewe  in  the  OctotMit  TmmVtn 
|190S)  of  tha  JournaJ  »/  ObaMricM  and  (iynifCftU>g^  v5  tlw  Br\t\«^  F.tnv»«- 
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most  prominent  part  presented  a  raw.  excessively  tender 
mucous  surface  on  which  the  ureters  opened  about  i  in.  apart, 
and  from  whioh  tiny  jets  of  urine  occagionally  spurted  over  the 
parts  below  ithere  was  not  a  continuous  forceless  trickle). 
Gentle  pressure  just  above  the  ureteral  orifices  would  some- 
times cause  a  spurt  of  urine,  so  that  evidently  there  was  a 
small  ampulla  of  eiich  ureter  ju»t  above  its  orifice. 

"  3.  Below  the  vesical  aroa,  and  separating  it  from  the 
vaginal  orifice,  was  a  very  firm  fibrous  band  uniting  the  gap 
between  the  pubio  bones.  This  gap  measured  3^  in.  The 
lower  end  of  the  recti  muscles  seemed  to  be  attached  to  the 
bones  and  not  to  fascia,  and  converged  upward  to  the  middle 
line  above  the  umbilical  area. 

"  Separating  the  lower  part  of  the  median  area  described 
above  froui  the  thighs  were  the  labia  majora.  These  were 
Urge  and  diverged  upwards.  Just  inside  them  inferiorly  were 
the  enluged  ccdomatous  nymphu^.  The  loft  wati  specially 
cedematous  uid  pendulous,  almost  hanging  t>etween  the  thighs. 
The  vaginal  orifice  was  surrotmded  by  a  soft  fringe  of  mucous 
membrane,  and  with  dithculty  admitted  two  fingers.  The  os 
ut^.ri  was  within  1  in.  of  the  orifice,  the  anterior  fornix  being 
eaaily  reached  in  front  of  the  os,  but  the  posterior  fornix  lay 
much  deeper,  say  3|  in.  This  greater  depth  seemed  due  to 
the  perineum  being  larger  and  thicker  than  normal,  for  other- 
wise the  vagina  was  decidedly  short.  I  could  make  out  no 
traoe  of  the  clitoris.  The  patient  during  the  day  wore  a  rubber 
urinal,  at  night  lay  on  pads.  Previous  to  conception,  menstru- 
ation harl  always  been  easy  and  regular  every  four  weeks. 
For  (he  greater  part  of  the  laat  three  months  of  pregnancy  she 
had  to  be  in  bed,  owing  to  cedema  of  the  labia  minora,  and 
throitened  prolapse  of  the  uterus. 

"  1  was  called  in  to  her  on  31st  March,  and  found  decided 
uterine  contractions,  but  the  cervical  canal  still  qait6  distinct. 
The  temperatm-e  was  lO.'JflT.  and  had  evidently  been  up  for 
fiome  dayft  previous,  as  malaise,  loss  of  appetite  and  a  feeling 
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of  (evenehriPHs  hud  existed  for  al>outi  n  wwsk  Also  she  hiul 
had  three  hours  of  uterioe  pains  the  previous  day.  I  gave 
her  a  morphia  suppository  ;  the  pains  ceased  and  the  patient 
4lept.  Next  morning,  1st  April,  she  felt  fairly  wcU  and  the 
teinperatxire  was  lOO'S''  F.,  but  at  4  p.m.  and  D  r.M.  was  104'  F., 
aotwitbstanding  quinine  and  salot.  Labour  began  at  11  p.m., 
aod  at  3  am.,  2ud  Apri],  I  found  the  membranes  tense  and 
protruding  at  the  vaginal  oriHce.  The  long  tough  perineum 
and  possibly  the  pubic  gap  caused  the  head  to  pass  unusually 
well  forward,  and  a  healthy  female  child  weighing  probably 
fi  lb,  was  soon  born.  The  anterior  pirt  of  the  perineum  and 
also  the  soft  fringe  round  the  vaginal  orifice  were  torn.  The 
membranes  were  adherent  at  the  fundus  ;  T  had  twice  to 
insert  my  hand  to  remove  them.  For  this  reason  and  con- 
sidering that  the  bruised  lacerated  parts  wore  constantly  bathed 
in  urine,  that  the  patient  had  a  liigh  temperature,  and  that 
her  mother  and  only  sister  died  in  childbed,  I  gave  an  intra- 
uterine douche  of  weak  carbolic  in  boiled  water,  stitched  the 
perineum  in  onler,  if  possible,  to  cover  tho  oa,  dusted  with 
aristol  and  applied  a  bichloride  dressing.  At  11  a.m.  the 
temperature  was  97*2"F.,  at  8  p.m.   lOl'S^F. 

"The  following  day  (.second  of  puerperiunt)  tlie  temperature 
at  noon  was  103*3''  P.,  tho  parts  round  the  vaginal  orifice  blaok 
and  sloughy,  the  cervix  presenting  here,  and  its  superficial 
parts  sloughing  ;  abdomen  distended.  Vaginal  douche  (weak 
bichloride),  boric  wool  substituted  for  the  bichloride  di'essing, 
salol  and  calomel  int*!rnally.  Third  day  of  pueqierium.  Tem- 
perature at  U  A.M.  UOO'  F.,  at  9  p.m.  99*5  F.  Bowels  moved 
twice,  OS  and  cervix  projecting  alxiut  2  in.  beyond  vaginal 
orifice  and  covered  with  dark  superficial  slough. 

"  After  thin  t\w.  tem[>oraiure   kept  Hubnormal,  but    vaginal 
douching  was  continued  till  the  sloughs  ^parated  about  the 
sixth   and   seventh  days.     For  a   time  the   patient's  chance 
seemed  sinal),  liigh  temperature,  abdomun  (Ws-Vfewft."^.  >^fe  'Okv.w 
ivhmeat-Ukc  umbiJioal  Area  buUooQod  OU^  vi'aV  w^ft*'^'«^* « ^^^ . 
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margin  of  the  vaginal  orifice  doughing,  and  together 
the  auperficiolly  sloughing  and  exposed  cervix  being  oonetaatlj 
bathed  in  urine.  To  my  sorprlae  the  perineal  stdtohea  held 
and  the  wound  healed  in  grciiter  ptirt.  I  failed  to  make  out 
the  exact  cause  of  the  pyrexia  which  was  even  more  marked 
before  than  after  labour.  Possibly  oonstipatioD,  whioh  was 
troublesome,  had  something  to  do  with  it.  For  this  reason 
salol,  calomel,  and  saline  purgatives  were  given.  ■ 


r-^ 


Fiij.  14. — ExutTopliy  of  blnJdor  and  split  p«Ivi^  (AiiiLu  i 

I 
"  It  is  to  be  noted,  whereas  Klein  says  that  in  most  of  the 

WTen   labonra   complicated    by  exstrophy  of   the   bladder   as 

tnbuUled    by  him    the  perineum    gave   trouble   and    required 

incision,  there  was  no  need  for  operative  interference  in  this 

OftM  although  the  perineum  was  long  and  tough.     The  some* 

what   small  size  of   the  child  may  account  for  this.     As  in-  j 

relation  proceeded,  the  oorvit  geaduallv  reoeded  till  it  came  to 
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lie  joet  at  the  ragmal  oritico.  Prolapse  of  course  now  occore 
wUli  the  erect  posture,  hut  the  womb  is  easily  kept  up  by 
a  robber  oup  and  stem  posaary.  which  the  patient  wears  in 
addition  to  her  rubber  urinal.  She  was  seen  by  Br.  R.  H. 
Parry  with  a  view  to  operation  for  the  extroi'ersion,  but  this 
she  in  the  meantime  declines. 

'*  A  photograph  was  taken  on  the  fifth  day.  from  which,  and 
from  an  examinaiiou  of  the  patient,  at  much  trouble  to  himself, 
ray  friend.  Dr.  John  Lindsay,  of  Glaagow,  has  made  the 
aooompanying  excellent  drawings." 


.  Ul«r. 


Hia,  16. — Gxntrophy  of  bladder  and  split  pelvis.     S«ini-pro61e  view  in 
oQtlioe  (Adam). 

Spondylolisthetic  Pelvis. — In  this  condition  the  last  lumbar 
vertebra  has  partly  sUpped  down  in  front  of  the  promontory, 
and  thus  partially  blocks  tlie  brim.  This  may  bo  the  result  of 
sndden  or  continued  strain,  when  the  body  of  the  East  lumbar 
vertebra  has  not  ossified  properly,  or  has  become  weakened 
caries.  If  the  last  lumbar  vertebra  is  defective  and  the  person 
goes  about,  and  especially  if  she  attempts  to  do  heavy  work,  the 
downward  pressure  will  cause  the  body  to  slip  forwards  gradu- 
ally, or  suddenly.  The  body  of  the  vertebxa  Itvcrtv^.  w.  W>w& 
wedge,  with  its  base  in  the  brim  ol  iVvo  ^\v\%.    \v  \«ftoai«* 


increftscd  strain  is  thrown  upon  the  ilio-femt 
the  upper  part  of  each  innomiuate  bone  is  pull 


Ttn.  16.— SpondylollBlhelic  jielvm  (FuIIm 

the  lower  part  goes  inwards.     Thu  traasvera 
pelvis  is  thus  widened  at  the  hrirn  and  niin'ow 
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woman  one  may  form  a  pretty  accurate  notion  of  the  deformity. 
A  vaginal  examination  will  revoai  that  the  conjugate  At  the 
brim  is  narrowed  by  the  projecting  forwards  of  the  last  lumbar 
vertebra.  This  false  promontory  will  bo  verj'  easily  reached. 
At  the  outlet  the  ischial  tuberosities  will  he  found  oloser  to- 
gether than  in  a  normal  pelvJB,  and  the  sacrum  and  coccyx  will 
project  well  forwards,  The  condition  at  the  outlet  is  the  same 
as  that  found  in  a  kyphotiu  pelvis. 

ProtjnosU. — U  is  a  more  serious  deformity  than  a  flat  pelvis 
with  an  equal  coatractiou  at  the  brim,  l)6cause  the  outlet  is  also 
contracted. 

Trealvicnt. — This  depends  upon  the  degree  of  deformity, 
which  can  be  estimated  by  the  length  of  (he  conjugate.  The 
shorter  this  is,  the  greater  will  be  the  deformity  ut  the  outlet. 
Artificial  delivenr*  will,  as  a  rule,  be  required.  Much  the  same 
methods  have  to  he  adopt^xl  as  with  flat  pelves,  so  that  the 
roles  already  inven  for  dealing  with  the  latter  cases  apply  to 
these  also. 
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CONTRACTED  PKLVES  {CoutinHtd). 

ComprcMw^  Pelvis — Malfteo«leoii  or  Oateo-malacic  Pelvis — Pseudo-MAla*    ^ 
ooBtooD  Pelvis — TrHOffverHe  ConLnbctioD — Kypltotic    Pelvis — Robert*^  ^| 
PelvtB — Infantile    Pelvis — Fuun«l-Shspei1   or   Male    Pelriii — Oblique   ^^ 
Coutructiun — Scoliotic     PbIvib — Naegelo    PelviH — Gox&lgio    Pelris — 
QlMtriiction    from    Tumoun    of    the    Pi^lvio — SuvomatoaR-BDclioa- 
droma  if  cHp  Pelvis  (Cmw). 

C0HPBE88ED  Pblvir. 

Malacosteon  or  Os(eo-ma]acic  Pelvis.  —  Osteo-malocia 
is  a  disease  mrely  seen  in  BrilAiii.  but  it  is  eodeinio  in 
certain  parts  of  Earope  and  in  hot  climatee.  It  produces 
extreme  fioftoning  of  the  hoiiea,  and,  as  it  oecui-A  in  aduItSp 
ihe  preRsure  of  tho  t>ody  weight  and  the  pull  of  the  musclea 
will  cause  exoeBslve  deformity  of  the  pelvis.  When  stand* 
ing,  the  body  weight  presses  the  promontory  forwards,  and 
the  upward  pressure  through  ibe  acetabula  forces  the  sides 
of  the  pelvis  inwards.  When  sitting,  the  pressure  upon  the 
ischial  tuberosities  forces  them  inwanls,  and  tbe  sacrum  doubles 
upon  itself.  The  pulies  give  way  and  liend  inwards  at  the 
thin  part  of  the  superior  rami,  and  the  »ides  of  the  arch  also 
approach,  thus  forming  the  rostrum  or  beak.  In  the  false  pelvis 
the  iliac  bones  bend  aiKl  assume  a  scoop  shape.  The  inlet  of 
.the  pelvis  aasiunes  a  Y  or  triradiato  shape,  hence  the  name 
triradmte  pelvis.  From  the  projection  forwards  of  the  rostrum. 
the   true  conjagnte   may  not    be    much,   if  at  all,  ahortened. 


CONTRACTED  PELVES. 

but  the  available  portion  of  it,  i.e.,  from  thu  tuuk  part  of  ihti 
rostrum  to  the  promontory,  may  be  exceedingly  short. 

Tilts  dcBcription  doeu  not  apply  to  all  osteo-makcio  pelves. 
la  some,  the  douhling-in  prooeaft  may  be  niuoh  greater  on  one 
side  than  (he  other,  if  the  boues  are  not  symraetriually  aoftened, 
or  if,  for  any  reason,  greater  weight  he  thrown  on  one  side  of 
the  pelvis  thaii  on  the  other.  tn  such  a  oaee  obliquity  will 
Ix)  added  to  the  deformity. 

Diaynoxis. — The  disease  is  accompanied  by  severe  puiu, 
especially  in  movement.  The  other  bonoH  besides  the  pelvis 
suffer,  so  the  spine  bends.     The  patient  suffers  from  severe 


Flo.  n.—MalacwltiOD  p«lviH  {Fothorgtlll. 

nmscular  cramps,  and  probably  suffocative  attacks,  shortness 
of  breath,  and  cough.  On  making  an  txamiuation,  the  bones 
will  \te  found  to  l»Cf  tender  and  soft.  The  deformity  will  bo 
easily  recognised,  and  It  may  be  possible  to  force  the  bones 
apart  with  the  hand.  In  a  ciuse  whore  the  actual  diseui^e  has 
occurred  prior  to  the  pregnancy,  thu  boueti  may  have  become 

[       hardened  in  their  abnormal  shape,  and  then  you  oannot  sepa- 

I       rate  them. 

I  Treatment. — If  the  disease  is  active  and  the  bones  are  soft. 

I      the  pelvis  may  be  sufficiently  oiMincd  up  by  the  hand  to  allow 

I     of  delivery,  and  this  shoald  be  tried.     W  x.\i\ft\ft  Xwvjtwi'WMBMyts 
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an  abdominal  section  shouitt  be  done,  [f  hq  ordinary  Caesarian 
section  Is  done,  the  ovaries  should  be  ramoved,  as  this  vnW  check 
the  disease ;  but  it  is  piefumble  to  remove  the  uterus  eutirely  by 
Porro's  opemtion,  or  any  of  its  modifications. 

Pseudo- Ma  lac  osteon  Pelvis. — The  deformity  very  much 
t'eseinhlcs  Ih^it  of  the  tine  miilncosteon  pelvis,  but  is  not  so 
great.  It  is  caused  by  pressure  acting  on  the  softened  pelvia, 
but  the  softening  in  this  case  has  been  due  to  late  rickets, 
occurring  when  the  child  was  nuimug  about.  The  false  pelvis 
will  show  some  of  the  chai*Acteristic9  of  the  rickety  flat  pelvis, 
as  the  iliac  bones  will  not  be  cnmi]>led  in,  but  flattened  out  so 
that  the  iliac  spines  will  ho  far  apart. 

Trcabnt'tit. ~ln  an  extreme  vase  Cmsarian  section  should  be 
done.  Removal  of  the  ovaries  or  uterus  is  not  necessary,  as 
the  disease  would  not  be  benefited.  If  it  is  considered  advia- 
ftble  to  sterilise  the  patient,  the  cuIkis  should  be  tied  and  out. 
In  slight  cases  delivery  may  lie  possible  by  forceps  or  tfuroiag. 
The  bones  are  quito  fixed,  and  it  will  he  impossible  to  widen  ibe 
passage  as  in  true  iimlftcosteon. 

TiiANBVBUSK  Contraction. 

Kyphotic  Pelvis. — In  kyphosis,  or  angular  curvature  of  the 
spine,  there  luutit  be  a  compensatory  curve,  or  the  body  would  (all 
forwards.  When  the  angular  curvature  is  high  up  in  the  spine, 
the  compensatory  cuitb  in  the  lumbar  region  will  cause  great 
lordosis.  This  will  not  alter  the  shapt-  or  size  of  the  pelvis,  but 
it  will  have  an  adverse  iufluence  on  labour  by  causing  deviation 
of  the  uterine  axis.  Whon  the  curvaturn  is  low  down  a  change 
in  the  inclination  uf  tlie  pelvis  gradually  takes  place  and  its 
shape  is  altered.  The  lower  lumbar  and  upper  sacral  vertobrs 
are  drawn  back,  thus  increasing  the  conjugate  and  relatively 
shortening  the  transverse  diameter. 

The  ihao  bones  are  straightened  and  the  antenor  superior 
spines  thrown  Apart. 
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The  true  polvis  becomes  funnel  $huped.  Tlie  outlet  is  short- 
eaed  antero-posteriorly  by  the  tilting  forwards  of  the  lower  end 
of  the  sacrum  and  cfKicyx,  and  markedly  .10.  r-raneveraely.  by 
narrowing  of  the  pubic  arch  and  turning  in  of  the  isoliia.  We 
thus  see  that  the  main  contraction  is  at  the  outlet,  and  it  is 
there  the  chief  obstruction  will  be  met  with  in  deUvering. 

VioApiOsis. — ^The  sharp,  angular  curvature  of  tlie  lumbar 
spine  wili  suggest  the  oondition.  The  promontory  will  be 
very  difTioult  to  reach,  iiut  the  contrautioD  at  the  outlet  wilt  be 
oasy  to  make  out. 

The  meohunism  of  labour  in  the  upper  pari  of  the  pelvis  is 
much  as  in  an  ordinary  pelvis.  The  occiput  may  he  turned 
forwards  before  it  reaches  the  floor  of  the  pelvis,  the  rotation 
being  caused  by  the  bones  of  the  pelvis,  if  the  deformity  is  not 
marked,  but.  if  ther«  is  marked  narrowing  of  the  pubio  arch,  it 
cannot  turn  forwards,  as  there  ia  not  ruom  (or  it.  It  then 
passes  behind  the  ischial  tuberosities,  and,  if  it  be  small  enough. 
will  be  expelled  in  an  obUquu  diameter,  pressing  strongly 
against  the  coccyx,  which  may  be  broken.  The  perinenm  is 
very  apt  to  be  torn. 

Treatntfnt. — The  difhcully  will  be  at  tiie  outlet,  and  forceps 
will  usually  overcome  it.  Turning  is  not  suitable.  If  foi'oeps 
foil,  and  tlie  child  he  still  alive,  symphysiotomy  may  be  tried. 
Craniotomy  would  jMrhaps  \k  preferable,  and  induction  of  labour 
in  subsequent  pregnancies  is  to  bo  recommended.  Except  with 
very  oxlreine  coutmcliou  at  llie  outlet,  Ca'sarian  section  is  not 
neoessary. 

Robert's  Pelvis. — This  is  an  exceedingly  rare  deformity  of 
the  pelvis.  Both  saoro-iliao  joints  are  anchylosed,  and  the  wings 
of  the  sacrum  are  wanting.  The  iliac  bones  are  straighter  than 
in  an  ordinary  pelvis.  The  promontory  is  pushed  sUghtly  for- 
wards. The  brim  is  thus  markedly  contracted  in  the  transverse, 
aud  slightly  in  the  conjugate,  diameter.  At  ihu  ova\&\.>^  "ooX^fet 
isobii  are  inverted  and  the  pubio  aroh  narrowed. 
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DkufnosU. — By  external  and  internal  measuremente.  the  COQ- 
difcioQ  can  bd  easily  reoognlsed. 

Treatment. — The  delivery  of  a  live  child  through  the  natural 
piismige&  is  iinposBiblu,  therefore  GteBanan  section  shoald  be 
done. 

Infantile  Pelvis. — In  these  oases  the  pelvis  is  long  in  ibe 
oonjugate,  but  narrowed  transversely,  and  funnel -shaped  in  the 
cavity.  The  foetal  typo  has  been  maintained.  The  genital 
organs  will  tie  defective  in  development,  so  that  pregoaacy  is 
not  likely  to  oocui'. 


Fui.  18.— Rolwrt's  pelvU. 

Funncl-Shaped  or  Male  Pelvis.  -In  this  form  the  pel? 
ilovelops  in  the  iihapc  of  a  inalo  pclvi:^.  It  is  deeper  and  some- 
what  narrowed  transversely,  especially  at  the  outlet.  The 
sacrum  is  loaii^er  and  narrower  than  usual  and  the  promontory 
higher.  The  ditTerenoe  between  the  ditigonol  and  true  conjugate 
may  bo  an  Lnoh  or  even  more. 

[yiagnosis, — This    can    only    he    made    by   careful   internal 

measurements.     The  chief  contraction   will   be  found   at  the 

outlet  in   the   transverse,    and    this   diameter   ia   exceedingly 

diSiotdt  to  eatimate. 


Pio.  19.— Scolio-nchitic  p«Ivi!i  (Kotbergill). 

the  body  weight  being  thrown  upon  the  side  of  the  pelvis 
towards  which  the  curvature  lies.  This  side  of  (be  aaorum 
is  driven  up%vardH.  and  the  pressure  upwards  through  the 
acetabulum,  when  the  patient  stands,  pushes  that  side  of  the 
pelvis  inwards.  The  pubic  symphysis  is  pushed  towards 
the  opposite  side.  The  ischial  tuberosity  of  the  contracted 
aide  is  everted.  The  oblique  diameter,  mea-sured  from  the 
contracted  aide  to  the  opposite  sacro-iliac  joint,  is  consider- 
ably shortened  at  the  brim.  The  other  oblique  diameter  ifl 
considerably  larger, 
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As  scoliosis  is  generally  asaooiated  with  tickets,  there  is  h'kely 
to  be  more  or  less  tiattoaing  of  the  pelvis  a^  well,  giving  the 
scolio-rachitic  pelvis. 

7>iafl»iosjs.— Lateral  curvature  of  llie  spine,  especially  in  a 
rickety  subject,  will  tit  once  suggest  the  doforniity,  and  an 
internal  examination  will  contirm  the  diagnosis. 

Treatment  .—In  slight  cases  there  may  be  no  difficulty  in 
the  delivery.  In  some  cases  forceps  may  auocoed.  but,  if  the 
deformity  is  at  all  marked,  GsBsarlan  section  should  be  done. 


FiQ.  20.— Nac^elo  poUU  (FothergUl). 

Induction  of  labour  may  be  done  in  some  oases.     Symphy- 
siotomy is  not  applicable. 

Naegele  Pelvis.  ^This  is  a  typical  obliquely  contracted  pel- 
vis, due  to  defective  development  of  one  wing  of  the  sacrum 
and  anchylosis  of  that  sacro-iliao  joint.  It  is  a  developmental 
condition,  and  not  duo  to  disease,  but  a  somewhat  similar  con- 
dition may  be  brought  about  by  disease  in  lufanuy,  oauaing 
anohyloais.  It  is  the  same  condiuoQ  as  is  found  in  Robert's 
pelvis,  but,  in  the  latter,  both  sides  of  the  sacrum  are  affected 
imd  the  contrAclion  is  symmetrical.    The  weii^ht  Iwing  thrown 
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upon  (he  defoctive  side  inoreadea  the  deformity.  The  pubic 
S3rinphyai9  is  pushed  over  towards  the  sound  side. 

Diaffnoiis. — ^The  iliac  crests  will  be  found  asymmetrical  and 
the  symphysis  pushed  beyond  the  middle  line.  By  a  careful 
internal  examination,  the  asymmetrical  shape  of  the  pelvis  can 
be  made  out. 

TreatrtietU .—U  the  head  is  small  it  may  oome  through  the 
wide  side  of  the  jjelvis  much  flexed,  as  in  a  generally  contracted 
pelvis,  hut  forceps  are  likely  to  be  requii*ed.  Turning  is  not 
applicable,  neither  is  symphysiotomy.  Knihryulcia  or  Caesarian 
section  should  l>e  done  when  the  child  cannot  oome  through. 
Induction  of  premature  labour  ahuut  the  seventh  month  may 
give  good  results. 

Coxalgic  Pelvis. — Disease  of  the  hip-joint,  in  childhood  will 
cause  deformity  of  the  pelvis,  by  interfering  with  the  nutrition 
of  the  bones  of  the  diseased  side,  also  by  the  non-use  of  that 
leg,  and  often  dislocation  of  the  femur.  There  may  also  bo  a 
considerable  amount  of  new  bone  formation,  encroaching  upon 
the  pelvic  canal.  The  amount  and  nature  of  the  deformity  will 
depend  upon  the  severity  of  the  disease  and  the  age  at  which 
it  affects  the  patient. 

Before  attempting  to  deliver,  n  most  careful  estimate  of  the 
condition  must  be  made  by  internal  examination.  It  is  not 
sufficient  to  estimate  the  conjugate  alone,  hut  the  side  oorre- 
spending  to  the  diseased  hip  must  be  very  carefully  examined. 

Obstruction  from  Tumours  of  the  Pelvis. — Various  bouy 
tumours  may  affect  the  pelvis  and  cause  serious  obstruction  to 
labour.  These  may  be  simple  or  malignant.  The  simple  may 
be  exostoses,  single  or  multiple ;  masses  of  callus,  us  in  cases 
of  old-standing  bip-joitit  disease,  or  after  fractures  of  the  pelvis  ; 
the  result  of  rheumatoid  arthritis ;  or  ossification  of  the  in* 
sertions  of  ligaments  and  tendons.  The  malignant  may  be  of 
a  cancerous  nature,  but,  more  frequently,  3aroomatou(i. 

The  amount  of  obstruction  will  depend  w^pou  We  %\7», w«w^w« , 
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and  situation  of  the  tumours.  The  brim  is  the  part  most  liable 
to  be  affected.  The  malignant  tumours  are  the  ones  most 
likely  to  cause  serious  obstructioa.  as  they  grow  very  rapidly 
during  pregnancy.  They  may  cause  the  death  of  the  patient 
during  pregnancy.  The  Miiaple  ones  will  not  influenoo  the 
pregnancy,  but  thoy  may  seriously  aflfoct  the  delivery. 

Prognosis, — With  a  malignant  timiour  the  prognosis  is  hope- 

.less  for  the  woman.     It  will  at  the  beHi  ))e  only  a  ijiiestion  of 
time.     She  may  live  some  time  after  delivery,  but  it  eannot  be 
long.     With  simple  ones,  the  risk  to  the  woman  is  much  less. 
Diaf/nom. — This  can  only  be  made  by  careful  exploration 
of  the  pelvis  both  by  the  vagina  and  the  rectum. 

Treatment.  —If  there  is  room  for  the  child  to  pass,  delivery 
may  be  effected  by  forceps,  hut,  if  the  projections  are  at  all 
sharp,  one  must  be  exceedingly  careful,  lest  the  cervix  or  lower 

'part  of  the  uterus  be  perforated.  If  there  is  any  risk  of  this, 
or  no  room  for  the  child  to  pass,  Oiesarian  section  should  be 
done,  if  the  child  is  alive,  or  craniotomy,  i(  it  is  dead.  Induction 
of  luboitr  may  be  suitable  in  smne  oiiseH. 

Sarcomatous-Enchondroma  of  the  Pelvis. — Mrs,  H.,  i.- 
para,  i£t.  twenty-nine,  was  sent  into  hospital  about  the  seventh 
month  of  pregnancy.  Her  health  had  been  good  previous  to 
oonoeption,  except  that  she  suffered  for  two  years,  particularly 
during  the  winter,  from  pain  of  an  intermittent  character  in  tho 
back  of  both  thighs.  She  had  been  married  nine  years,  but  had 
never  before  been  pregnant.  When  three  months  pregnant  the 
paina  in  the  thighs  became  worse,  and  about  three  months 
later  (he  right  thigh  began  to  swell.  With  the  onset  of  the 
swelUug,  the  pain  in  the  right  thigh  became  much  more  severe. 
The  swelling  of  the  thigh  gradually  increased  until,  after  six 

Lweeks,  she  had  to  take  to  bed.  Since  then  the  swelling  had 
gone  on  increasing,  and  at  times  the  pain  hud  lieen  almost  un- 
bearable.    For  some  lime  she  had  only  been  able  to  lie  on  her 

iaft  side,  and  oocasionaLly  on  her  Utfe.     \  ^c««aure  sore  h»d 
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formed   over  the  left  troohaater.     The  patient  had  lost  con- 
siderable fiesfa. 

Condition  on  AdtnijisioH. — -The  patient  was  pale  and  oma- 
ojated.  She  oomplain&d  of  sevei-e  pain  in  the  back  of  the 
right  thigh  aad  in  the  right  side  of  the  abdomen.  The  right 
leg  was  enormously  swollen  and  CDdeniatous,  more  especially 
the  thigh  and  hip.  The  swelling  extended  up  as  high  as  the 
iliao  crest  behind,  and  in  front  it  could  lie  felt  In  the 
at)domen  above  the  iliac  crest,  almost  half  way  up  to  the 
umbilicus.  This  swelling  was  quite  distinct  from  the  uterus, 
and  was  apparently  attached  to  the  ilium.  It  was  par- 
ticularly tender  in  the  right  inguinal  region,  The  uterus 
was  displaced  towards  the  left  side,  and  quite  free  from  the 
tumour.  The  head  of  the  child  could  be  palpated,  lying  to 
the  left,  just  above  the  pelvis.  The  fcetal  heart  sounds  were 
easily  heard — stroug,  but  rather  rapid.  Tlie  labia  were  free 
of  cedema.  On  attempting  to  pass  the  finger  into  the  vagina, 
the  passage  was  found  to  be  obstructed  by  a  hard  globular  mass, 
growing  from  the  right  of  the  pelvis.  The  pain  was  so  great 
that  an  anauithotio  had  to  be  administered,  to  allow  of  a  thorough 
examination.  The  tumour  was  found  to  occupy  the  greater 
part  of  the  pelvic  cavity,  growing  from  the  right  side,  apparently 
from  near  the  sacro-iliac  joint.  The  finger  was  with  diHioulty 
introduced  past  the  mass,  but  the  cervix  could  not  be  reached. 
The  vaginal  mucous  membrane  was  freely  movable  over  the 
mass,  which  at  some  points  was  soft  and  almost  ductUHnt,  and 
at  others  quite  hanl,  A  rectal  examination  confirmed  the 
obsei*\*ations  made  per  rwjinam.  A  small,  hard  nodule,  evi- 
dently a  tibroid,  was  made  out  in  the  anterior  uterine  wall  near 
the  fundus.  On  passing  the  catheter  it  went  in  obliquely 
towards  the  left. 

My  diagnosis  was,  that  we  had  to  deal  with  a  sarcomatous 
tumour  springing  from  the  right  side  of  the  pelvis.  It  ^«fc 
evidently  growing  very  rapidly.     To  gel  an.  \^qa.  oV  'Ctvt  T«^ft  ^ 
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growth  we  questioned  the  husband,  and  he  infoi-med  us  that 
had  laiit  bad  connection  about  three  moaths  ugo,  and  that  for  a 
month  previous  to  that  he  had  occasionally  experierioed  some 
dilliculty,  but  never  previous  to  four  months  ago. 

The  progitosis  was  hopeletis  as  regards  the  mother.  The 
ohild  was  still  alive,  but,  us  the  pregnancy  had  barely  reached 
the  seventh  month,  it  was  very  doubtful  if  an  inuuediate  Cssa- 
rian  section  would  give  »  viable  child.  I  therefore  decided  bo 
wait  as  long  as  possible  and  then  do  a  suction. 

The  consulting  staff  of  the  hospital  generally  agreed  with  the 
diagnosis,  and  proposed  treatment,  but  two  suggested  the  poe- 
sibiUty  of  the  tumour  being  simple. 

The  patient  was  made  as  comfortable  as  possible  by  the  use 
of  opiates  and  keeping  the  bowels  cleared.  There  was  a  slight 
trace  of  albumin  in  the  urine. 

It  was  quite  evident  that  the  tumour  was  steadily  growing,  as 
the  swelling  of  the  leg  inoreased,  and  the  vulva  became  cedema- 
tous.  Ou  the  ninth  day  after  uduiissiou  I  determined  to  do 
CEDsarian  section.  The  fcBtal  heart  could  not  be  heard  on  the 
eveoing  before  the  operation,  but  it  had  been  quite  distinct 
before  that. 

The  operation  was  done  iu  the  usual  way.  The  abdominal 
waU  was  very  cedeniatous  and  the  veins  in  it  much  engorged. 
The  placenta  lay  beneath  the  uterine  incision.  The  child  was 
quito  dead.  Its  head  showed  some  moulding  from  the  pressure 
uf  the  tiuDOur.  When  the  placenta  and  membranes  were 
removed,  there  was  a  oonsiderable  amount  of  decidua  in  the 
uterus,  wiiich  was  swabbed  out.  The  cervix  was  found  to  be 
patent  enough  to  allow  of  drainage,  so  it  was  decided  to  stitch 
the  uterus  and  Leave  it.  It  was  fortunate  this  could  be  done, 
as  any  attempt  at  its  i-emoval  would  have  caused  excessive 
btemorrbage.  A  small  fibroid  tumour  was  removed  from  the 
sdge  oi  the  incision.  The  uterus  was  dabby,  but  there  was 
very  little  bieediug.     A  hypodetraui  oV  c^t^q^  aud  strychnine 
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was  given,  and  a  saline  infusion  utuW  the  breast.  The  tumour 
was  observed  to  block  the  pelvic  cavity,  and  lo  extend  up  the 
right  side  of  the  all)damon,  to  about  the  level  of  the  umbilicus 
anteriorly.  The  upper  port  was  rounded  and  quite  »oft.  It 
was  completely  retroperitoneal,  springing  from  the  right  side  of 
the  pelvis.  The  broad  ligau^ent  was  opened  up  by  it  from 
behind. 

The  operation  was  finished  by  atitohing  the  peritoneum  and 
then  the  abdominal  wall. 

The  patient  rallied  from  the  open^tiou,  but,  towards  the  even- 
ing, cai'diac  failure  liegan  to  manifest  itself  and  she  died  twenty- 
four  hours  later.  At  the  time  of  operation  the  temperature  was 
102"4'  F.     It  had  been  normal  the  evening  before. 

The  post-mortem  examination  was  done  by  Dr.  Carstairs 
Douglas,  w))o  reported  as  follows  : — 

"The  right  labium  mnjus  wns  enormously  swollen  and  en- 
gorged, the  left  little  affected.  There  was  also  some  cedema  of 
the  abdomen  and  groin  in  the  right  iliac  region.  On  the  right 
side  the  abdomen  was  more  prominent  in  its  lower  part,  than  on 
the  left,  and  on  palpating  it  folk  distinctly  more  resistant. 

"  The  thorax  presented  nothing  of  note.  On  opening  the 
abdomen  and  carr>'ing  the  incision  through  the  wound  some 
sei-ous  fluid  of  a  straw  colour  escaped.  The  parietes  at  the 
wound  were  rather  soft,  pulpy,  and  oodematoua.  There  was  uo 
pus  present.  There  was  commencing  slight  adhesion  between 
the  uterus  and  the  porietos.  The  peritoneum  appeared  quite 
normal.  The  uterus  was  l}'ing  well  up  in  the  abdomen,  the 
fundus  as  high  as  the  umbilicus.  On  its  anterior  and  upi>er 
part  was  a  firmly  sutured  wound  about  5  in.  in  length.  The 
tubes  and  ovahes  were  healthy  ;  the  right  ovar>'  slightly 
enlarged.     The  bladder  was  moderately  full. 

"  On  reflecting  the  abdominal  parietes  it  was  at  once  apparent 
that  the  right  half  of  the  false  and  true  pelvis  was  filled  with  ^ 
large  pathological  mass.     This  was  roundei  ftTvi.\ve»xV3  wwi«0& 
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on  ite  superior,  ftnterior  and  inner  aspects.    The  upper  port  was 
of  a  bluish  lint  and  felt  soft  and  boggy.     Its  lower  part  was 
firmer  and  more  flesh-tinted.     It  lay  beneath  the  peritoneum 
on  the  posterior  abdominal  wall  and  pelvis. 
"The  dimensions  were  as  follows: — 

"1.  Superiorly  it  rose  to  the  tip  of  Che  eleventh  rib,  and 
slightly  above  the  nmbilions  (about  the  level  of  the  second 
lumbar  vertebra). 

"  2.  Anteriorly  it  gi*ew  forwards  sufficiently  to  make  a  pro- 
minence in  the  ri^ht  iUao  region. 

"  3.  Internally  it  reached  the  middle  line  at  the  level  of  the 
promontory  of  the  sacrum  ;  above  this  it  gradually  receded 
from  the  middle  line  of  the  body,  while  in  the  tme  pelvis  near 
the  outlet  it  rather  exceeded  this  limit. 

"4.  Posteriorly  and  externally  it  was  continuous  with  the 
pelvic  wall. 

"  5.  tnforiorly  it  was  found  on  removing  the  whole  pelvis  that 
it  had  grown  down  under  the  peKio  arch ;  that  it  had  incor- 
porated in  its  substance  practically  all  the  upper  part  of  the 
ischium,  and  of  the  pubis  and  the  ilium  near  the  acetabulum 
It  had  grown  out  of  the  pelvis  at  the  greater  sacro-sciatio 
notch,  and  had  so  eaten  through  the  bones  just  behind  the 
acetabulum  that  the  iliuoi  here  had  become  quite  detached 
from  the  ischium  and  pubis. 

"  The  lower  port  of  the  growth  wa«  more  osseous  than  the 
upper,  and  contained  many  large  spaces,  some  of  them  full  of 
blood.  Il  was  very  fragile  and  easily  ommbted.  There  was 
no  distinct  demarcating  line  of  tissue  to  circumscribe  it.  but 
it  projected  in  an  irregular  manner  into  the  tissues  of  the 
thigh  in  its  upper  part. 

"  One   or  two  small  glands  were  enlarged  along  the  right 

Poupart's   ligament.       Some   enlarged   retroperitoneal   glands 

were  also  found.     The  right  ureter  in  its  course  to  the  bladder 

tratf  atrotcbed  over  the  tumour. 
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"  The  spleen,  kidneys,  and  other  abdominal  organs  showed 
nothing  of  interest.     The  liver  was  large,  pale  and  fatty. 

"The  microscopic  examination  of  the  growth  showed  it  to 
be  oom}X)sed  almost  entirety  of  large,  i*apidly  jewing  cartilage 
cells,  with  here  and  there  small  groujje  of  cells  suggestive  of 
sarcomatous  degeneration ;  there  were  also  cysts  at  places ; 
80  it  may  have  been  an  ordinary  enchoudroma  with  cystic 
changes,  or  with  sarcomatous  degeneration,  or  both." 


Pto.  21. — Sarcomatouti-enohondroma  of  t)ie  pelviit.     The  growtli  lies  to 
tli»  right,  the  KuUired  utortut  to  the  left. 

It  is  impossible  to  decide  when  this  tumour  finat  liegaii  to 
grow.  It  may  have  been  there  before  conception,  and  the 
sciatic  pains  would  point  to  the  nerve  having  been  affected 
during  the  last  two  years.  li  it  was  there  at  the  beginning 
of  the  pregnancy,  it  is  quite  certain  that  its  rate  of  growth 
became  very  rapid  during  the   geftlat\on.    '£Vv%   ^(yK'Oa.  vua.^ 


bave  been  simple  tpo  begin  with,  i^ni  there  Is  no  douKt 
ite  maUgOADt  charactsr  Q.aaMj,  ftUhDUi^li  il  tg  difficult 
derDODStrate  i^arcomiitous  cells  io  It, 

r  regret  that  I  had  not  operatisd  a  few  days  goixner.  uh  ther 
would  have  b^u  &  slight  ohaDce  of  saving  bbe  c^liihVs  lifti,  but 
WQ  ha,d  DO  warning  of  its  impending  deatb.     I  ilo  nut  knt>v,' 
what  cnuBed  Its  dsatli. 


CHAPTER  XXIII. 

DELAV  DIE  TO  FAULTS  OP  THE  PA8SEKGEB. 

ToDghoefifi  of  the  MfmbraDee— I-Arge  Size  of  the  Fcct&l  Head—Hardness 
of  the  Head  from  Ihrvinaturc  OHttiflcaiion— Uydrocephatuft — Malfor- 
inatioDHof  the  Fcotus — Spina-Bifidn — Mcniiigoeflle— OislcDtion  of  tho 
Body  of  the  Fcetus — DistentioD  of  the  Abdomeo — Mou!>tera— Short • 
DM*  of  the  Umbilical  Cord— Malposition  of  the  Head  — Malpresenta- 
tiona  (rf  tho  Head— Face  aud  brow  Preseiitatioiis— Ca«i» — Malposltioa 
of  the  Ann  in  Head  Prewntations. 


Toughness  of  the  Membranes.  —  Under  ordinury  con- 
ditions the  raerobranes  rupture  as  Boon  ah  the  os  is  fully  dilated, 
but  they  are  occasionally  so  tough  that  they  withstand  the 
pressure  of  the  uterine  contractions.  It  occasionally  happens 
that  the  eutii-e  uterine  contents  ore  expelled  en  masae.  As  a 
rule,  when  this  occurs  tin?  labour  is  a  procipitate,  and  not  a 
prolonged,  one.  The  oases  I  have  se«n  of  the  latter  have  usually 
been  pi-^mature  ones,  and  the  fcetus  has  generally  been  ma> 
cei'ated. 

Treatment.— "BxLpium  the  membrunes  by  means  of  the  finger- 
nail or  a  clean  stylet.  An  ordinary  hairpin  is  frequently  em- 
ployed for  this,  and  provided  it  is  surgically  clean  there  are  no 
objections  to  its  use.  By  unskilled  bands  ttu)  scalp  has  been 
perforaitid  in  mistake  for  the  membranes,  bo  care  must  be 
exeroised,  especially  in  those  cases  in  which  there  are  no 
(orewaiers.  A  bowl  should  be  used  to  catuh  the  liquor  amnii, 
as  in  that  way  the  bed  is  kept  dry  and  the  patient  more  oom- 
f  or  table. 

Lar^e  Size  of  the  FcEtal  Head. — 1(  e\ft\OT  o\  ^Jc\6  '^tkcA* 
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has  a  large  head,  the  foetus  may  have  the  same.  If  the  moth 
pelvis  is  a  very  large  oaa  no  didicalty  may  arise,  but  if  the 
pelvis  iii  smallish,  though  not  smalt  enough  to  be  called  ooD-^fl 
ti-acteil.  iliere  may  Iw  grbat  difficulty  in  deliveriag.  The  same 
diiBculty  may  iiriBe  in  c&Rea  of  protracted  gestation,  an  the  child 
is  then  larger,  and  the  head  harder,  than  it  would  have  bean  uV 
tbu  ordinary  full  time. 

The  Ial>our  will  he  prolonged,  but  if  extrecue  flexion  occurs  it 
amy  be  terminated  by  natural  efforts. 

Trealmertl. — Forceps  will  usually  be  required.  I(  neoesBary, 
delivery  should  be  effected  in  the  Walcher  position.  If  you 
fail,  and  the  child  Is  Htill  alive,  do  a  symphysiotomy.  If 
the  child  is  dead,  perforate  the  head.  In  siibseqnent  labours  itfl 
may  be  necessary  to  do  an  induction  two  or  three  weeks  before 
full  time  ;  or  at  tlie  suppo.sed  full  time,  in  a  case  where  gestation 
is  prolonged.  The  induction  should  be  done  as  soon  as  th« 
head  cannot  be  pushed  well  into  the  brim.  ■ 

Ciaic. — A  muUiiHiru.  pregnant  for  the  third  time,  came  to  me  ' 
with  the  following  history.  Her  Hr»t  child  bad  been  delivered  ftt 
full  lime  by  craniotomy,  after  failure  with  forceps.  The  second 
had  been  bom  by  Inductioa  at  seven  and  a  half  months,  but  had 
not  survived.  Her  pelvis  was  not  a  coulracOed  one,  as  the  tnie 
oonjugftto  was  4  in.  Her  husband's  head  was  very  large  and' 
square.  I  decided  to  watch  the  case  and  du  induction  as  aoon 
as  I  failed  to  push  the  head  through  the  hiim.  Three  weeks 
before  full  time  I  found  this  was  the  case.  1  then  indaoed 
labour  and  delivered  by  forceps  with  conf^iderublo  diflicuUy. 
The  child  was  olive  and  did  well.  It  weighed  7^  lb.,  and  looked 
as  if  it  were  a  full  time  one. 

Hardness  of  the  Head  from  Premature  Ossification. — 
This  condition  is  oooa-sionally  seeu.  The  bead  may  not  be  a 
largo  one,  but  as  it  cannot  mould  the  delivery  ^viU  be  diffioult. 
If  it  flexes  well  it  may  be  bom  by  natural  efforts.  The  Lreat- 
meat  if  the  same  as  for  a  large  hefbd. 
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Hydrocephalus. — This  condition  occurs  about  onire  id 
1.000  labours.  The  cuvittes  of  the  brain  ma.y  be  enormously 
(listended  with  the  fluid.  The  outer  layer  of  braiu  Bubstance 
may  be  very  thio.  The  sutures  and  fontanelles  are  vide,  and 
the  cranial  bones  thin,  almost  like  parchment.  In  lilij^bt  eases, 
the  bones  may  not  be  widely  separated,  but  thoy  will  be 
thinned  out.  They  may  be  united  at  their  edf^es.  The  body 
of  the  child  is  frequently  small  and  Hhrivelled.  Pelvic  presen- 
tations are  commuD.     Spina-bitida  is  also  occasionally  present. 

The  labour  will  l>e  delayed,  and  the  risk  to  the  iiiotlier  will 
be  very  great,  if  proper  treatment  is  not  adopted.  With  proper 
treatment,  the  risk  to  the  mother  should  not  be  any  gi-eator 
than  ic  an  ordinary  artilicial  delivery.  If  the  case  is  left  to 
nature,  the  uterus  may  rupture,  or  the  woman  may  die  of 
exhaustion.  Rupture  is  said  to  have  ocuurred  in  sixteen  out  of 
seventy-four  cases.  1  have  known  the  uterus  to  !»  ruptured 
in  attempts  to  drag  the  undiminished  head  through,  in  a  breech 
presentation.  If  the  child  has  been  dead  for  a  time  and  macer- 
ation has  commonced,  tliu  head  may  be  so  softened  that  it  may 
burst,  or  else  oome  through  the  peU*is  without  dil!iculty. 

Diagtwsis, — With  care,  there  should  be  no  difficulty  in 
diagnosing  the  condition,  especially  if  an  antesthetic  is  used. 
When  the  head  presents,  it  vxill  be  high  up  and  very  soft. 
The  sutures  and  fontanelles  will  be  wide,  and  the  bones  easily 
bent.  A  bimanual  examination  will  reveal  the  enlarged  condi- 
tion of  the  head.  The  bimanual  examination  is  of  the  utmost 
importance,  especially  when  the  breech  is  bom.  In  case  of  a 
breeoh  presentation,  the  body  will  usually  be  small  and  ill- 
developed,  but  ibis  is  uot  always  the  case.  Hy  alklominal 
palpation  and  the  bimanual  examination  there  should  l)e  uo 
difficulty  in  recognising  the  condition. 

Prognosis. — If  the  condition  is  reooguised  early  there  should 
be  very  little  nsk  to  the  mother.     As  regards  the  ahild,  v^  ^^n^ 
probably  be  dead,  but,  if  it  is  bora  alive,  \1i  V^  ^oqu  &\t&,  ^^ 
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thai   the  mother   must  not  be  exposed 
interests. 

Cms. — ^The  patient.,  a  muUipara,  bad  a  very  large,  roomyfl 
pelvis.     She   was  a   very    stout    woman ,    so    that    at)dorainaI  ~ 
palpation    was    very    unsatisfactory.     On    making   a    vaginal^^ 
examination,  I  found  the  os  was  about  the  size  of  half  a  crown, H 
and  inside  the  membranes  there  was  a  soft,  boggy  mass,  but 
no  bonoa  to  be  felt.     On  ourefully  investigating  the  condition 
by  a  bimanual  examinabioti,  I  oame  to  the  oonclusion  that  I 
had  to  deal  with  a  case  of  hydrocephalus,  and  thai  the  wide 
anterior  fontanetle  was  presenting.     As  soon  as  the  ob  was 
fully  dilated,  I  ruptured  the  membranes,  perforated  the  head. 
and  delivered  it  with  forceps.     The  head  had  been  exceedingly 
lar^e.  and  the  child's  tx>dy  was  well  developed. 

The  mother  made  a  normal  recovery. 

Treatment. — Perforate  the  head  as  soon  as  the  os  is  fall; 
dilated,  and  dehver  by  forceps  or  the  cranioolast.     When  the 
breeoh  preuents,  do  uot  attempt   to  drag  the  bead  through 
vritbout  first  perforating  it.     Perforate  through  the  most  aooea> 
sible  part,  behind  the  ear.  or  through  the  roof  of  the  mouth. 

MAIiPORUATIONB  OP    THE  F<£TU8. 

Spina-bifida  has  been  mentioned  as  ocourring  along  with] 
hydrocephalus.     As  a  rule,  the  tumour  is  so  soft  that  it  will 
not  obtttruct  delivery  of  the  lx)dy,  tmt,  if  it  should^  an  opening] 
should  be  made  into  it. 

Meningocele. — We  sometimes  Bnd  a  large  meningooela  ^ 
conuect&<i  with  the  baok  part  of  the  head.  I  have  seen  a  very  j 
large  one  in  a  cose  of  hydrocephalus.  If  it  causes  any  obstruo-  { 
iion,  perforation  should  be  resorted  to. 

Distention  of  the  Body  of  the  Fcetus. — The  chest  of  Che 
child  is  occasionally  distended  by  a  hydrothorax.  The  bead 
or  the  braaoh  may  be  bom  easily  eaough,  but  the  thorax  stiokt. 
A  Oknfal  exjuninalion  should  b(a  nuul«,  tA  deteruune  what  i« 
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causing  the  delay.  As  the  child  will  be  dead,  there  is  no  us« 
in  continuing  exoessive  traction,  but  the  chest  should  be  opened 
at  once  with  a  perforator  or  a  pair  of  scissors.  The  delivery 
will  then  be  easy. 

Distention  of  the  Abdomen  of  the  Foetus. — This  may 
ai'ise  froiii  ascites,  haa,  a  distended  bladder,  cystic  disease  of 
the  kidneys,  or  tumour  of  the  liver  or  other  organ.  When  one 
meeiu  with  obstruction  of  the  body  a  careful  examination  should 
be  madu  under  chloroform.  Bycai'efu!  palpation,  and.  if  neoos- 
sary,  passing  the  hand  in  oautloualy,  oue  can.  as  a  rule,  make 
out  the  condition.  The  child  nill  he  dead,  so  one  need  have  no 
compunction  in  perforating  the  obstructing  mass.  A  simple 
perforation  is  all  that  is  usually  necessary,  but  with  a  solid 
tumour  it  would  be  necessary  to  break  up  the  mass. 

Monsters. — Occasionally  united  foetuses  are  born.  Both 
children  may  be  fully  developed  and  united  by  a  band  at  the 
sternum,  aB  the  famed  Siamese  tNvins  and  others  were.  In  other 
oases  there  may  he  a  parasitic  attachment,  as  in  the  case  of 
tjaloo.  There  are  many  different  forms  of  these  monsters,  and 
it  is,  therefore,  difficult  to  make  any  suggestions  as  to  how  they 
should  he  delivered.  Fortunately  nature  seems  able  to  over- 
come the  diftioulty  in  many  cases.  The  method  to  be  adopted 
would  have  to  be  decided  according  to  the  condition  found,  but 
one  should  do  a  destructive  operation,  rather  than  subject  the 
mother  to  any  risk,  from  attempts  bo  deliver  the  fcetus  or 
foetuses  entire. 

Shortness  of  the  Umbilical  Cord.— This  may  be  actual, 
or  acquired  by  the  cord  being  wound  sovcral  times  round  the 
neck,  or  some  other  part  of  the  fojtus.  The  ooi*d  is  round  the 
B  neck  in  a  large  proportion  of  cases,  hut  unless  there  are  several 
I  coils,  it  is  not,  as  a.  rule,  sufticiently  shortened  to  interfere  with 
I  the  descent  of  the  child  until  the  head  is  bom.  In  .some  cases, 
I  however,  it  is  so  short  that  it  will  prove  a  serious  c«.uw£  oS.  t^i^i^'^ . 
I       It  may  only  be  a  few  inohes  long. 
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Dangers. — The  cord  may  rupture,  or  the  placenta  may 
prematurely  separated.  In  the  former  condition  the  risk  would 
be  to  the  child,  while,  in  the  latter,  there  would  also  be  some 
risk  to  the  mother.  It  might  cause  inversion  of  the  utextifi, 
whioh  would  be  oxoeedingly  serious  for  the  mother. 

DmijTtoeis, — Ay  a.  rule,  acquired  shortnesB  of  the  cord  can  be 
easily  diagnosed,  ae  the  cord  will  be  found  round  the  neck 
wheu  the  head  is  born.  Actual  shortuess  of  the  cord  is  muc! 
more  dlftiouU  to  determine.  The  dcHoent  of  the  child  will  \ 
hindered,  although  the  contraoUoas  may  be  strong.  Witi 
each  contraction  a  portion  of  the  uterine  wall  will  be  dragj 
down. 

Treatment. — When  the  cord   is   round   the  neck,  if  it  is 
long  enough,  it  should  be  drawn  over  the  head,  or  slacken 
sufiiciontly  to  pass  over  the  shoulders.    If  this  cannot  bo  doDOf: 
the  cord  should  be  divided  and  delivery  quickly  eSected,  so  o^j 
to  get  the  end  next  the  child  tied,  to  check  bleeding.     Witi 
actual  shortness  of  the  cord  one  cannot  reaoh  it,  so   it  wl 
have  to  take  its  chancen  of  tearin^^  through  or  separating  thi 
placenta,  while  the   child   is   being  delivered  by  forcepa,  or 
traction,  if  it  is  a  breeoh  presentation.     Delivery  should 
done  quickly  in  the  Interest  of  the  child.     If  inversion 
it  must  be  reduced  at  onoe. 

Malposition  of  the  Head.— When  the  head  presents 
either  of  the  occipitQ-pontenor  posUiom,  the  labour  is  generally 
prolonged.  As  I  have  already  stated,  these  oases  are  often 
delayed  in  the  first  stage  of  labour,  especially  if  there  is  not  a 
gooil  bag  of  forewaters,  but  it  is  during  the  second  stage  ihi 
delay  most  frequently  occurs. 

If  the  head  beoomes  well  flexed  the  occiput  will  oowo  dow 
on  the  pelvic  floor  first  and  follow  the  usual  rule,  1.0.,  it  vril 
pass    forwards  under    the   pubic  aroh.     It  thus  has  to 
through  three-eighths  of  a  oirole,  and  will  occupy  a  much  longer 
tiioe  than  if  it  had  been  to  th^  trout  to  be^n  with.     This  ia 
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what  i&  called  long  rotation.  When  this  ooonrs  the  labour 
will  usually  fintBh  by  natural  efforts,  nnless  uterine  inertia  has 
oome  on. 

In  a  good  many  cases,  however,  the  Hinciput  passes  Forwards 
by  a  short  rotation,  and  the  occiput  backwards,  into  the  hollow 
of  the  sacrom.  This  gives  a  persistent  occipito-posterior  case. 
In  these  cases  tiexion  has  not  occurred,  and  tho  fore  part  of  the 
head  6rst  reaches  the  pelvic  Qoor.  and  necessarity  passes 
forwards.  This  malrotJition  is  apt  to  occur  with  small  heads, 
as  they  can.  pass  through  the  brim  without  flexion. 


Fio.  SS. — Dta^rara  to  bIiow  the  diRereQce  betweeu  ocoipilo-anterior  aad 
oocipito-pcHtorior  positions  ba  rogardH  intorDal  rotation  :  X.  Oc<:ipiio- 
aaienor,  oociput  rotates  to  the  front  through  onc-eightU  circle ;  II. 
Oocipito-poAterior,  occiput  rotates  to  tbe  fruut  ihrougli  three-eightlia 
circle,  or  else  forehead  rotatoi  to  tho  (ronl  through  one-eighth  einile 
(Fothergilh. 


If  ihc  contractions  are  still  strong,  the  child  may  he  born 
by  natural  efforts,  but,  as  the  forehead  of  tho  child  does  not  fit 
under  the  pubic  arch  nearly  fw  well  as  the  back  of  the  head, 
a  much  greater  strain  will  be  thrown  on  the  perineum.  As 
the  contractions  of  the  uterus  drive  the  child  downwards,  the 
reeistance  of  the  perineum  sends  the  head  forwards,  and  causes 
it  to  flex  AS  it,  passes  out.  The  mechanism  thus  diSers  from 
that  of  the  occiput  anteriorly,  iti  flexion  occurring  vci&\fttt&  'a^ 
extension.     The  perineum  is  T«ry  apx  to  V»  \otu. 
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Treatment  of  Ocoipito-posterior  Cases.  —  If    the    head    is 
well  flexed,  the  case  caa  be  left  to  nature  for  a  reasonable 
length  of  time,  but,  if  inertia  begins,  forceps  should  be  applied. 
If  the  occiput  haa  not  rotated,  this  may  be  done  manually.     It 
is   quite   easy  to    pass  the   hand    in   and   rotate  the  occiput 
forwards,  bnt  this  is  of  no  use  unless  the  body  is  rotated  at 
the  same  time.     This  can  be  done  by  the  external  hand,  or,  if 
the  head  is  not  fixed  in  the  brim,  by  passing  the  internal  hand  B 
in  and  bringing  the  posterior  shoulder  forwards.     The  forceps  " 
can  then  be  appUed  and  delivery  eGfected.     If  the  forceps  are 
applied    before    Che   occiput   has  rotated,  rotation   will    occur  j 
during  delivery.     When  it  occurs,  the  blades  should  be  taken  ! 
o3,  and  reapplied  to  the  sides  of  the  head  in  the  cavity.     When 
the  occiput  Ues  in  the  hollow  of  the  sacrum,  it  must  be  do- 
Uvered  posteriorly.    Great  care  must  be  taken  of  the  perineuni. 
or  it  will  be  torn. 

The  ordinary  double  curved  instrumenta  grasp  the  head 
rather  too  far  forwards,  and  therefore  do  not  promote  flexion. 
They  thus  to  a  certam  extent  encourage  malrotation.  Milne- 
Mturay  has  devised  a  straighter  instrument  than  his  ordinary  ] 
one,  which  ia  an  improvement,  but  the  ordiuar}-  instrument 
does  BO  well  that  one  hardly  feels  disposed  to  cumber  one's  b^ 
mth  a  second  set. 

Malpresentations  of  the  Head. — Parietal  presentations 
occur,  especially  in  flat  pelves,  and  have  been  already  deaJt 
with. 

Face  and  Brow  Presentations. — Face  presentations  occur 
about  once  iu  200  cases.     They  may  be  conveniently  divided 
into  primary  and  secondary  face  cases.     In  the  primary  the 
busb  presents  from  the  very  beginning  of  labour,  t.0.|  extension  fl 
has  oocurrod   before  labour  has  commenced.    'The  extension 
may  be  caused  by  anything  which  will  elevate  the  chin,  oa  &n   ^ 
enlargement  of  the  thyroid  or  thymus  glands,  an  enlargement  H 
of  the  chest,  or  the  arms  folded  ucidex  Xitub  cXun,  ox  \t  may  be 
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caused  by  a  spastic  conti'&ctioD  nf  the  muscles  of  the  back  of 
the  neck,  which  will  necessarily  elevate  the  chin.  In  tho 
secondary,  the  extension  is  caused  by  the  occiput  (>eing  arrested 
in  its  downward  descent,  at  the  beginiiinK  of  labour.  A  dolicho- 
cephalic head  will  predispose  to  this,  hut  the  most  frequent 
cause  is  obliquity  of  the  uterus ;  tho  occiput  ^ts  pushed 
a^nst  the  side  of  the  brim  and  is  arrested  there,  and.  as  the 
front  part  of  the  head  is  free  bo  enter  the  brim,  it  does  so,  and  a 
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FiQ.  3d.— Four  pMitioDs  in  <ace  preuDtAtlon^  from  helow  rCrom^ 

face  presentation  results.  A  flat  pelvis  also  predisposes  to  this 
presentation.  Ah  we  have  already  seen,  a  certain  amount  of 
extension  occurs  as  the  head  enters  the  brim,  iu  a  6at  ijelvis, 
and  a  little  increase  of  this  may  very  easily  bring  the  face 
down.  With  a  dead  child  the  face  not  infrequently  presents. 
The  positions  are  four  in  number,  as  in  vertex  presentation. 
I  The  chin  or  mentum  is  the  leading  part  or  denominator.  T\b& 
I      best  way  to  consider  the  presentations  \n  \.\ift  Voxxt  yasv>Aci;u%,\» 
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fco  look  upon  them  as  haTing  been  convortod  from   ordinar 
vertex  preseniations,  thuB  :  — 

1.  L.O.A.  gives  R.U.P.  HikIig  Tnento-poatenor  (Ist  in  frequenoy). 
a.  R.O.A.      ,.      L.M.V.  Left  „  ..         (8rd  „  „         |. 

S.  K.O.P.      „      L.M.A.  Left  inento-anterior       (3d<1  .,  ..         t. 

4.  L.O.P.      .,      R.M.A.  Right     ..  ..  (4th  ,.  ..         ). 

As  the  Ij.O.A.  position  is  by  far  the  conimonost  in  vertex 
pre sontat ions,  the  B.M.P.  positioa  is  the  most  frequent  in  faoe 
presentations. 

As  tho  head  comes  through  the  pelvis,  the  mOTements  of  th< 
face  are  the  same  as  of  the  occiput  in  vertex  prcsentationa, 
except  that  the  tirst  and  third  movements  are  reversed.  Thus, 
with  the  face  presenting,  the  iirst  movement  is  extension  insteiul 
of  flexion,  and  thirdly  Aexion  instead  of  extension,  as  the  head 
is  bom.  The  rotation  movements  are  the  same  as  in  vertex 
CE^os,  i.e.,  in  Internui  rotation  the  lending  [uri  passes  forwards, 
•Old  in  external,  the  leading  shoulder  does  the  same.  H 

As  the  vast  inajurity  of  face  cases  Ixigin  with  the  chin  pos- 
terior, the  internal  rotation  is  exactly  the  same  as  with  occipito- 
posterior  cases,  viz.,  either  a  long  rotation  of  the  chin  through 
three-eighths  of  a  circle,  when  there  is  full  extension,  or  a  short 
rotation  of  the  forehead  forward  through  one-eighth  of  a  circle, 
and  of  the  chin  into  the  hollow  of  the  sacrum,  when  extension 
is  only  partial.  In  the  latter  cases  the  forehead  strikes  the 
jielvis  floor  first  and  is  thrown  forwards. 

The  labour  is  usually  delayed.  As  already  stated,  the  first 
stage  will  1x3  prolonged,  because  the  face  is  not  u  good  dilator, 
and  does  not  allow  of  the  formation  of  a  gootl  dilating  bag  of 
forewaters,  and  the  membranes  are  also  liable  to  rupture  early. 
In  the  second  stage  there  will  be  delay^  l)ecause  the  diameters 
of  the  head  do  not  fit  the  pelvis  so  well  as  when  the  occiput  ia 
leading.  As  the  majority  of  the  oases  are  mento-poetcrior  to 
begin  with,  if  long  rotation  oocnrs  there  will  be  oonsidemble 
de/9}%  hut  the  labour  may  be  6n\a\ied  fe.\  ttft.Vun>.V  efforts.     On 
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the  other  hand,  'd  che  ohin  pa^es  into  the  hollow  of  the  eaotum, 
the  iacc  will  bocomo  impacted,  aud  doLivory  by  natural  efforts 
will  hardly  be  possible,  uoless  the  child  ie  very  small  or  mac- 
erated. The  neck  of  the  child  is  so  short  that  the  retracted 
head  and  chest  must  pass  the  brim  together,  and  there  will  not 
be  room  with  an  ordinary-siiied  child. 

Diotjnoais. — The  cooditioQ  may  be  recognised  by  nbdominal 
I»lpation,  but  the  diagnosis  is  usually  made  by  vaf^inal  exam- 
^^^  ination.  In  the  early  stages,  the  membranes  will  protrude  in  a 
^^■flauBage  shape,  and  the  presenting  part  be  high  up,  so  that  tliere 
^^■may  be  some  difliculty  in  making  out  the  prcsentatiou.  It  will 
^^Vfeel  softer  and  more  irregular  than  the  vertex.  When  the 
1^  orbital  ridges,  eyes,  nose  and  mouth,  can  be  felt,  it  is  easy  of 
I  recognition.  After  the  membranes  are  ruptured,  the  linger  can 
^^- be  passed  into  the  mouth,  and  the  presence  of  hard  gums  and 
^^ftongue  and  the  absence  of  meconium  wiU  enable  you  to  dls- 
V  '  tinguish  it  from  the  breech.  Avoid  injuring  the  eyes,  and  make 
out  the  direction  the  chin  ia  pointing  in. 

Protjnonis. — If  the  case  is  recogninod  early,  and  if  the  mem* 
branes  remain  intact  until  tlie  03  is  fully  dilated,  the  risk  to  the 
mother,  if  prompt  treatment  is  then  adopted,  should  not  be 
much  greater  than  in  an  oi-dinary  case  of  artificial  delivery,  but 
the  risk  to  the  child  will  bo  greater  than  with  an  ordinary 
vertex  case.  If  the  case  is  left  to  tiatui'e,  the  risk  to  the  mother 
will  be  greater,  and  to  the  child  markedly  so.  If  Che  pelvis  is 
contracted,  there  will  be  an  added  risk  to  both. 

TreatimtU. — Preserve  the  membranes  intact  as  long  as  pos- 
sible. If  the  position  is  mento-anlerior,  the  case  may  be  left 
to  nature,  provided  the  contractions  are  strong,  aud  the  head  is 
not  very  large.  If  inertia  uteri  comes  on,  or  no  advance  is 
being  made  after  a  reasonable  time,  forceps  should  be  applied. 
In  primary  meuto-posterior  cases,  version  should  be  dans  as 
soon  as  the  os  is  folly  dilated.  lu  secondary  men  to-posterior 
cases,  uii  attempt  should  be  made  to  bvVui^  X.W  ouA£V<g\x\  ^o'<«'u,,  ««& 
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as  to  convort  it  into  an  ordinary  vertex  presentation.  The  beat 
way  to  do  this  is  to  pass  the  hand  in,  f^n^sp  the  occiput,  pull  it 
down,  and  push  the  forehead  up,  so  as  to  caase  tiexion.  This 
can  be  quite  easily  accomplished  at  the  time  of  rapturing  the 
membranes,  or  shortly  afterwards,  hefore  the  uterus  19  firmly 
retracted  round  the  child.  In  primary  cases,  as  a  rule,  it 
cannot  l)e  done,  as  the  tumour,  or  whatever  hna  tlirowu  the 
ehin  up,  will  prevent  fiexioa.  When  the  head  is  flexed  the 
OMd  may  be  left  to  nature,  but  I  prefer  to  deliver  at  once  with 
forceps.  Schatz's  method  of  converting  a  face  into  a  vortex 
presentation  looks  woll  on  paper,  hut  is  not  very  practicable, 
for  the  simple  reason  thai,  in  the  majority  of  cases,  the  chin,  and. 
therefore,  the  chest,  lie  to  the  back,  and  it  is  impossible  to  put 
pressure  upon  the  chest  in  the  right  direction,  If  you  fail  to 
get  the  oociput  down,  version  should  be  done  at  once. 

If  labour  has  gone  on  for  a  considerable  time  and  the  faoe 
is  jammed  into  the  pelvis,  version  or  rectification  is  out  of  the 
question.  If  version  is  attempted  after  the  uterus  has  become 
retnu^ted  round  the  child,  rupture  %vill  he  almost  sure  to  happen, 
as  in  case  iii.  Extension  and  rotation  should  be  assisted  by 
bringing  the  chin  down  and  pressing  it  forwards  with  the 
fingers.  If  nature  fails  to  deliver,  foi'oepfl  mast  be  applied.  If 
the  chin  is  lying  in  the  hollow  of  the  sacrum,  forceps  may  be 
tried  if  the  child  is  still  alive,  and  if  the  head  is  not  very  largo, 
but  the  chances  are  that  delivery  will  not  be  possible,  (f  the 
child  is  dead,  or  if  you  fail  with  forceps,  craniotomy  should  be 
done  at  once.  The  perineum  is  very  ready  to  tear  badly  during 
delivery,  either  hy  nature  or  forceps. 

Head  Moulding. — When  born,  the  bead  will  be  oonsiderabiy 
moulded.  The  eyelids,  cheeks,  nose  and  lips  wiU  be  much 
awoUen  and  congested*  trtmi  the  formation  of  the  caput  sue* 
oedaneam.  There  will  probably  be  efTusions  of  blood  into  the 
oonjuoetivs.  The  head  will  be  flattened  from  above  down- 
words,  and   the  frontal  and  oocivital   bones  will  be  bulged. 
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The  oooipito- fro  Dial  diamotor  of  tho  hood  will  be  considerably 
lengthened.  The  elongated  occipital  portion  of  the  head  will 
give  a  doUchooephalio  appeoianoe  to  the  he&d.  Thig  is  usually 
given  as  a  cause  of  face  presentations,  but  in  tho  majority  of 
cases  it  is  an  etTcct,  and  not  a  cause.  The  swelling  of  the  lipa 
will  probably  prevent  the  child  from  sucking  for  a  day  or  two, 
but  the  moulding  and  swelling  pass  oS*  very  quickly.  It  is 
well  to  worn  the  friends  that  the  face  will  be  disfigured,  or 
they  may  blame  you  for  having  caused  this.  The  mother 
should  not  bo  allowed  to  see  the  child  immediately,  as  its 
appearance  may  cause  her  considerable  shock. 

Brow  Presentation. — This  may  be  looked  upon  as  an 
arrested  face  presentation.  A  certain  amount  of  extension 
has  occurred,  but  not  suHioicnl  to  bring  the  chin  down.  If 
extension  goes  on,  the  cose  will  either  end  as  a  face  one.  persist 
oa  a  brow,  or,  if  flexion  ocoors,  may  be  converted  into  an 
ordinary  vertex  case. 

Brow  cases  are  much  rarer  than  face  ones,  and  are  caused 
by  the  same  conditions  acting  in  a  minor  degree. 

DiagtiOHis. — The  anterior  fontanelle  is  very  easily  felt,  and 
the  face  can  be  reached,  but  the  posterior  fontanelle  cannot  be 
touched. 

Progvoxis. — If  the  case  is  left  to  nature  the  risk  to  mother 
and  child  will  be  greater  than  in  face  cases.  If  the  condition 
is  recognised  early,  and  properly  treated,  the  risk  to  the  mother 
should  not  be  great,  but  the  child  will  have  to  run  the  risk  of 
artificial  delivery. 

Treattfieni. — If  the  case  is  seen  early,  the  head  should  be 
flexed,  and,  if  this  cannot  he  accomplished,  version  should  be 
done,  tf  it  is  too  late  for  version,  the  chin  should  bo  brought 
down,  so  as  to  convert  it  into  a  face  case.  If  this  cannot  be 
done,  forceps  should  be  tried,  and,  if  they  fail,  craniotomy  mast 
be  resorted  to. 

In  one  case  I  delivered  with  foroepa,  th©  'otO'sr  &1\^  "Qicx  tt^ss^& 
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forwards  but  came  out  in  the  trau»verse  diameter.     The  pelvis 
was  fortunately  a  very  roomy  one.     The  child  was  alive. 

Cases  of  Face  Presentations.— tusc  J. — A  multipara  with 
a  somewhAt  pendulous  abdomen  was  found  when  first  seen  to 
have  the  os  fully  dilated  and  the  membranes  intact.  The  face 
presented  R.M.P.,  aiwl  was  not  engaged  in  the  brim.  From 
her  account  the  face  hm\  presented  at  her  previous  UI>our  and 
version  hod  been  done,  but  the  child  was  lost.  I  at  onoe 
ruptured  the  membranes,  grasped  the  occiput,  fiexed  the  head 
without  any  difficulty,  and  applied  forceps.  Deliver)-  of  a  lard 
live  child  was  easily  effected. 

Case  11. — A  multipara  with  u  fairly  large  pelvis  had  been  TfT 
labour  a  considerable  time.  The  membranes  were  nipiured. 
but  the  uterus  was  not  moulded  round  the  child.  The  faoe 
presented,  hut  was  not  jammed  into  the  pelvis.  The  patient 
was  put  deeply  under  olilurofurm,  and  1  turned  cautiously. 
When  the  body  was  born  the  arms  pulsed  up  by  tlie  side  of  the 
heed.  One  was  easily  relieved,  but  the  other  had  passed  behind 
the  head,  As  I  was  afraid  of  losing  the  child,  I  decided  to  break 
tlie  humerus,  as  the  quickest  way  of  getting  the  arm  freed.  I 
did  so  and  delivered  the  child  alive.  The  arm  was  bandaged 
to  the  body  for  a  few  days  and  then  put  in  splints,  and  it  soon 
united. 

CiU6  III. — The  patient,  a  multipara,  wiui  brought  to  hospital 
from  some  distanoe  in  the  country.  She  died  a  few  minutes 
after  admission. 

Her  former  labours  liud  been  normal.  The  faoe  presentation 
(mento-posteriorj  had  been  recognised  early  in  labour.  The 
child  was  large  and  the  face  failed  to  enter  the  brim.  Various 
forms  of  forceps,  axis-traction  and  others  lm<l  been  tried,  hut 
all  had  failed.  A  furrow  was  noticed  to  liave  formed  somewhat 
obliquely  aonws  the  abdomen  below  the  umbilicus,  but  the 
terrible  significance  of  this  had  not  been  rccoiruised.  An 
attempt  was  now  made  to  do  versiou,  and  as  the  liaud  pMsad 
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into  the  uterus  the  patieut  suddenly  collapsed.  The  hand  was 
withilrAwn,  and  tlto  patient  was  brought  in  an  ambulanoe  some 
Qioe  miles.  As  already  stated,  she  died  a  few  minates  after 
admiBfiioD  before  anytliing  could  be  done. 

fiaudl's  ring  was  very  apparent,  runutng  obliquely  across  the 
abdomen  just  below  the  umbilicus.  The  uterus  was  evidently 
ruptured.  We  were  fortunately  allowed  to  remove  the  uterus. 
When  it  was  hardened  and  opened  we  found  the  rupture  just 
below  Bandle  ring.  It  waB  the  exact  shape  of  the  back  of  a 
closed  hand.  The  peritoneal  layer  was  intact.  There  was  a 
large  extravasation  of  blood  under  the  looae  peritoneum  of  tlie 
lower  uterine  segment  (sec  fig.  7,  p.  203). 

In  this  case  the  occiput  ought  to  have  been  brought  down 
early,  or,  failing  chat,  version  done  before  retmction  set  in.  The 
mother's  life  would  have  been  sav&d  and  probably  the  child's 
alf»).  To  attempt  version  after  failure  with  forceps,  o&pecialty 
when  BaniU's  ring  was  apparent,  was  alinoat  absolutely  sure 
to  catise  rupture.  Craniotomy  should,  of  course,  have  been 
resorted  to. 

Malposition  of  the  Arm  in  Head  Presentations. — The 
hand  or  whole  uiiu  oucasionally  presents  with  tlit;  head.  It 
may  Le  by  the  side  or  back  of  the  head.  When  it  is  by  the 
side  of  the  head  it  may  not  seriously  interfere  with  labour,  but 
when  it  is  behind  the  bead,  with  the  foreai'm  across  the  bnok  of 
the  neck,  the  condition  is  a  very  difficult  one  to  deal  with. 

Treatntent. — When  the  condition  is  diagnosed  early,  the  arm 
should  be  replaced,  by  sweeping  it  to  the  front  of  the  child's 
body.  In  the  posterior  position  this  may  be  dilhcult  to  accom- 
plish, but  the  arm  should  be  straightened  at  the  elbow,  and  the 
forearm  brought  up  by  the  side  of  the  head,  and  carried  forwards 
over  the  fiace.  If  this  cannot  be  dune,  deUvery  should  be  elTectcd 
by  version.  If  the  head  and  hand  aw  in  the  pelvis,  replace' 
ment  may  be  impossible.  Delivery  should  then  >je  effected  by 
furoepB. 


Delay  in  tho  third  stage  of  labour  is  usually  dealt  wiib 
under  the  heading  of  Retaimd  Placenta.  A«  in  the  other 
stageSt  thiB  may  arise  from  faults  on  the  part  of  the  powers, 
passages,  or  puesengcr. 

Faults  in  the  Powers. —  i'terine  in«rtia  may  arise  in 
third  stage,  from  exhaustion  of  the  uterine  muscle,  throughl 
prolongation  of  the  first  or  of  the  second  stage.     In  constttu- ' 
tionally  weak  patients  it  may  continue  throagbout  the  third 
stage,  after  having  lieen  present  during  the  other  stages.      ItJ 
may  also  arise  after  rapid  emptying  of  the  uterus  artiBcially,! 
when  in  a  state  of  inaction.     After  the  child  Is  bom  there  tsj 
usually   a    short    period    of   rest,    until    the    uterine    muacle 
regains   tone,    and    then   contractions    begin,   and    retractaou^ 
gradually  increases,  until  the  placenta  is  separated  and  expelled^ 
into  the  vagina.     The  pUcenta  may  be  retained  in  the  vagina 
if  the  secondary  powers  are  at  fault.  h 

Faults  on  the  Part   of  the  Passages. — In  a  contracted^ 
pelvis,  or  in  a  case  with  a  tumour  in  the  lower  part  of  the 
utorine  wall,  the  plaoonia  may  be  retoioed  after  separation,  by 
the  promontory  or  tumour  partially  obstruoling  the  passage. 
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bnt  a  more  serious  fault  is  honr-f/lass  contraction  of  the  uterus, 
in  this  condition  the  uterus  is  constricted  about  its  middle, 
And  the  placenta  is  entirely  or  paitially  retained,  in  the  portion 
of  the  utiarine  cavity  above  the  constriction.  The  cuutracbion 
is  really  at  Bandl's  rini^  and  not  at  the  internal  os.  The  lower 
uterine  segment  and  cervix  remain  relaxed.  In  nearly  every 
oase  the  condition  is  caused  by  the  admlnifttration  of  ergot. 
It  used  tu  be  noL  an  uncommon  occurrence  among  the  Glasgow 
Maternity  outdoor  patients,  when  ergot  was  given  as  a  routine 
before  the  expulsion  of  the  placenta ;  but  of  late  years,  since 
the  administration  of  ergot  ha»  been  stopped  (except  after  the 
third  stage  is  over),  no  cases  liare  occurred.  Occasionally  the 
cervix  and  lower  uteriue  segment  may  contract  and  cause  re- 
tention of  the  placenta,  but  this  is  rare.  It  does,  however, 
occur,  in  cases  where  the  placenta  is  retained  by  udhesious 
for  a  considerable  time,  and  may  form  a  very  serious  barrier  to 
the  subsequent  removal  of  the  placenta. 

Faults  on  the  Part  of  the  Passenger  -Adherent  Placenta. 
— This  oonditiou  is  due  to  disease  of  the  placenta  or  of  the 
decidua.  which  prevents  separation  taking  place  through  the 
usual  layer.  The  placenta  is  much  more  fibrous  and  tough 
than  usual.  The  firmness  and  extent  of  the  adhesions  vary. 
Thus  it  may  be  total,  bat  slight,  and  neither  separation  nor 
bleeding  may  occur  from  uterine  eftnrts.  It  oan  easily  be 
completely  separated  manually.  Total  firm  adhesions  will 
prevent  bleeding,  but  manual  separation  will  be  very  diOioulb. 
It  cannot  be  peeled  ofT,  but  will  havt;  to  be  mmoved  bit  by 
bit,  and  portions  may  easily  be  left  behind,  and  tlie  uterine 
wall  may  be  injured.  In  partial  sdhe»tons.  if  the  upper  part 
of  the  plaoenta  only  is  adherent,  the  lower  part  will  separate 
imd  bleeding  occur,  as  retraction  of  thi»  lowL»r  part  of  the  uterus 
is  hampered.  If  the  lower  part  is  adherent  and  the  upper 
part  separates,  bleeding  will  not  occur,  as  the  upper  part  of  (he 
uterus  will  retract. 
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Snccenturiate  Placenta. — In  this  oondition  there  are  one 
or  more  soiall  lobules  of  placenta  in  the  ohohon,  quite  separate 
from  the  main  mass.  They  may  very  easily  be  left  behind,  ae 
the  chorion  is  ven.'  apt  to  tear  away,  and  the  amnion  to  etrip  off 
them.  UulosB  a  careful  examination  of  the  chorion  is  made, 
you  may  miss  thu  condition  ut  the  time  of  delivery,  and  only 
discover  it  afterwards  on  the  expulsion  of  the  mass,  or  by  aec- 
ondary  post-partum  hemorrhage  occurring.  Fortunately  the 
oondition  is  rare. 

Adherent  Membranes, — The  uhorlou  may  be  partially  or 
entirely  adherenL  when  the  placenta  is  in  the  same  condition, 
but  this  may  occur  without  adhesion  of  the  placenta.  Reten- 
tiou  of  a  portion  of  membranes  is  very  often  the  result  of  im- 
proper conducting  of  the  third  stage  of  labour.  As  a  rule,  both 
amnion  and  chorion  are  retained,  entirely  or  in  part,  but 
occasionally  the  amnion  comes  ivway  completely,  and  you  may 
be  easily  misled  by  thii^,  if  you  do  not  examine  the  sac  carefully 
to  Bee  if  both  layers  are  present. 

The  following  case  illustrates  this.  1  was  called  to  a  primi- 
para,  who  was  miscarrying  at  the  sixth  month.  A  hug  of 
membrane  was  prutrudiu^  at  the  vuh-a.  I  ruptured  tbia,  and 
the  f(Btus  was  expelled  in  a  few  minutes.  The  placenta  came 
away  in  ten  or  twelve  minutes,  with,  apparently,  a  complete 
sac.  As  1  had  ruptured  the  sac,  1  did  not  examine  the  mena- 
bruiies  pariicularly.  I  took  it  for  granted  that  both  layers  were 
present.  There  was  no  haemorrhage  then  or  subsequently, 
but  three  days  later  the  entire  chorion  was  expelled.  There 
wore  no  bad  effects,  but  there  might  have  been.  The  entire 
chorion  had  been  mlherent,  and  the  amnion  had  protruded 
through  the  lower  part.  That  was  what  I  had  ruptured.  The 
placenta  had  separated  at  its  odges  from  ^c  chorion,  and  had 
oome  away  with  the  amnion  complete.  This  case  shows  that  one 
umnot  be  too  careful  in  examining  every  caee,  to  see  if  botb 
membranes  are  complete,    Nothing  should  be  taken  for  grunted. 
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Treatment  of  Vdaye J  Third  Staye.  — When  there  is  uterine 
inertia,  tho  uterus  should  he  actively  massaged,  to  stimulate 
contractious.  Ergot  should  not  he  given,  as  it  may  causo 
hour-gU&&  contraction  of  the  uterus.  If  there  should  be  much 
haemorrhage,  the  uterus  should  be  very  firmly  compregsed,  and 
pressure  applied  downwards  and  backwardti  to  separate  and 
expel  the  placenta,  and  as  soon  &s  it  is  away  a  hot  douche 
should  be  given  and  u.  hy[X)dermic  of  LTgotin.  Massaging  of 
the  uterus  should  he  kept  up  until  firm  i-etraction  has  ooourred. 
If  firm  compression  of  the  uterus  fails  to  expel  the  placenta  and 
stop  the  bleeding,  the  aseptic  hand  should  be  introduced  and 
the  placenta  removed.  The  uterus  can  then  be  firmly  kneaded 
on  the  hand  in  its  cavity,  or  in  the  posterior  fornix  behind  the 
cervix.  In  this  way  very  effectual  pressure  can  )>e  applied  to 
the  uterus,  and  this  will  cause  it  to  contract  and  stop  the 
bleeding. 

In  many  cases  of  retention  of  the  placenta  it  is  really  lying  in 
the  vagina,  and  it  can  then  be  expelled  by  pressure  upon  the 
uterus,  or  it  may  be  withdrawn  by  traction  on  the  cord.  With 
a  contiueted  pelvis,  or  a  tumour  in  the  lower  uterine  segment, 
pressure  from  above  wiU  usually  sufUce. 

Treatntent  of  Hour-yla^s  Contraction  of  tlw  Uierun. — Put 
the  |Mtietit  under  chloroform,  and  pass  the  aseptic  hand  into 
the  uterus  in  a  cone-shape,  and  dilate  the  constriction.  If  the 
placenta  is  not  separated,  [leel  it  off,  and  remove  it  at  once. 
Then  give  an  intra-uterine  douche. 

Trealment  of  Adherent  PUicentu. — The  aseptic  hand  must  be 
passed  into  the  uterus,  and  the  placenta  peeled  off,  by  insert- 
ing the  edge  of  the  band  between  it  and  the  uterine  wall. 
Always  ueparute  it  completely  before  attempting  to  remove  it, 
as  you  might  invert  the  uterus  if  you  dragged  on  the  placenta 
before  the  upper  part  of  it  was  separated.  When  it  is  very 
firmly  adherent  you  may  have  to  remove  it  in  bits.  Small 
portions  ai%  then  liable  tu  be  left  liehind,  &nii  V\vb  M\Art,xx^  ^f£2k. 
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may  be  injured.     Give  an  intm-ateritiG  douche  m  soon  fts 
ploconU  and  moinbranes  are  cIcAred  out. 

In  every  case  where  the  placenta  is  not  complete,  or  a  lobu 
of  a  succcntariate  placenta  ha'>  been   left  behind,  you   mui 
explore  the  uterus  at  once  and  remove  the  adherent  ponioo. 

Tirahnent  of  Aethttrtmt  Membranes. — In  every  case  wl 
you  ATv  quite  sure  a  portion  of  the  membranes  has 
retained,  you  should  explore  the  uterus  at  once  and  clear  it  ou 
A  small  piece  of  membrane  may  not  oauee  any  mischief,  but 
you  cannot  trust  to  thib.  With  proper  aseptic  precautions 
there  is  no  risk  in  exploring  the  uteruH.  In  all  cases  where 
the  hand  has  been  introduced  an  intra-uterine  douche  should 
be  ^ivQu.  It  is  advisable  to  give  the  patient  an  anawtbetic 
when  tlie  baud  has  to  be  passed  into  the  uterus.  The  operation 
can  tie  done  quite  well  without  it,  but  causes  considerable  pain. 
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Cauftes  ot  Irregular  FreMiitaiiotis  —  Pelvic  Prosontotions— FoiitionB — 
MechftiiUm— CauMj*  o(  Delay  iu  Breeuli  Caees— t'pward  Displace- 
luont  of  tlte  Arnm — LmpocttOD  of  the  Afier-commg  Head. 


Irbbgulak  Phbsbntatiokb. 


In    these  labours  some  other  part  of  the  child  than  the  head 
presetitB.     The  preseDtatiou  may  be  pelvic  or  transverse. 

Causes  of  Irregular  Presentations. — Broadly  speaking, 
the  fcctus  may  be  said  to  accommodate  itself  to  the  shape 
of  the  uterus,  more  especially  during  the  later  months  of 
pregnancy.  The  long  axis  of  bhe  uterus  will  come  to  be 
occupied  by  the  long  axis  of  the  foetus ;  therefore,  in  the  vast 
majority  of  labours  at  full  time,  eitlier  the  head  or  the  breech 
of  the  f<BtU8  presents.  The  cause  of  the  preponderance  of  head 
presentations  is  said  to  be  gravity,  as  the  head  is  much  the 
heavier  portion  of  the  foBtus,  but  the  shape  of  the  uterus  must 
also  be  taken  into  account.  The  flexed  back  and  breech  of  the 
foetus  naturally  fit  the  ftindus  much  better  than  the  head.  By 
reflex  movements,  the  fostus  probably  moves  itself  into  the  posi-J 
tioD  which  will  cause  least  pressure  upon  it.  Until  well  on  in  i 
pregtmncy  the  fcctus  is  relatively  smalt,  compared  to  the  cavity 
of  the  uterus,  and  it  may  occupy  any  position  and  change  this 
position  froquoutly,  but,  as  it  nears  full  time,  it  tukos  up 
the  position  whiub  it  will  be  found  to  occupy  when  labour 
commences.     This  aooouuts   for   the   Irequenc^'    o\   Sitft^jjaXwt 
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preseotationB  in  premature  labours.  The  toaioily  of  the  foBtuM 
helps  to  keep  it  in  its  tina.1  poBition.  but  if  it  be  dead  &nd\ 
macerated  this  no  longer  holdg  good,  hence  the  (requency  of 
irregular  presentations  \\'ith  dead  foetuses.  Anything  which 
will  interfere  with  the  normal  shape  of  the  uterus,  such  as 
tumours  or  congenital  malformations,  or  with  the  shape  of 
(he  foetus,  as  hydrocephalus.  waUortnatious  and  monsters, 
will  disturb  the  balance,  and  tend  to  irregular  presentation s. J 
Oveniistention  of  the  uterus  from  bydramnioe  also  tends 
this,  as  it  allows  greater  freedom  of  movement  to  the  fcetusj 
flo  that  at  full  time  it  is  in  much  the  same  position  ae  a  sJxth^ 
or  seventh  month  fcstus  under  ordinary  conditions.  In  multiple 
prof^nanoies,  irregular  presentations  are  common  from  the  same 
cause.  H 

Pelvic  Presentations. — These  ooour  in  about  3  per  ceat.  o^^ 
all  labourH.     They  are  divided  into  three  varieties,  viz.,  breeoh. 
foot,  and  knee,  according  to  whether  the  buttocks.  Foot,  or  kneej 
enters   the   hrim   first.      The   attitude  of    the   foetus   in    ittera 
is  the  same  as  when  the  head  presents,  9tf.,  one  of  llexiooj 
T)io  thighs  should  be  doxed  upon  the  abdomen  and  the  legal 
upon  the  ihii^hs.     As  a  rule,  tlie  feet  are  well  up,  but.  if  Ihej 
liappen  to  he  low  down,  one  or  both  may  be  felt  at  thu  brim^l 
In  some  cases  the  legs  are  not  flexed,  but  extended,  and  the 
feet  then  lie  well  up  on  the  chest.     In  this  condition  impaotiooj 
is  liable  to  occur,  as  we  shall  see  later.     If  the  fuetal  attitude 
tiexion  becomes  undone,  the  knee  presents.     ThtJt  is  the 
of  the  three  varieties. 

('aiuex. — Anything  which  interferes  with  the  uormaJ  sha{] 
of  the  uterna  or  foetus  tends  to  canae  pelvic  presentations,  4,0^ 
excessive  liquor  amnii.  multiple  pregnancien,  tuninurn  of  t>i4 
uterus   or  foetus,  contracted  pelvis,  obliquity  of   the    uteruaJ 
pbwenta  previa.     Monsters,  dead  or  premature  children, 
those  sulTering  from  hydrocephalus,  frequently  present  in 
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iMof^iosw. — By  abdominal  palpation  the  rouuded  head  can 
be  nmde  out  at  the  fundus.  The  foetal  heart  will  be  heard 
loudest  above  the  unnhilioiis.  The  membranes,  if  unruptured, 
will  protrude  in  a  sausage  shape.  They  are  liable  to  rupture 
early,  Ijecanse  the  breech  does  not  effectually  dam  back  the 
liquor  aiQuii.  The  presenting  part  will  be  much  softer  than  the 
head,  not  so  rounded,  and  no  sutures  or  fontanellun  will  Iw  felt. 
The  sacmm,  coccyx,  and  iachial  tuberosities  can  be  recognised. 
When  the  membranes  are  ruptured  the  anus  and  genital  organs 
can  be  felt.  The  anus  can  be  told  from  the  mouth  by  the  fact 
that  there  are  no  hard  ^ms  or  tongue  inside  of  it.  The  anus 
has  actually  been  mistaken  for  the  undilated  os,  and  the  jKrin- 
oum  of  the  child  torn  by  attempts  to  dilate  it.  The  examining 
finger  will  be  stained  with  meconium.  The  crest  of  the  ilium 
can  often  be  rwichftd,  and  th«  finger  passed  into  the  fold  of  the 
groin.  This  may  be  mistaken  for  the  axilla,  but  Id  the  latter 
yon  should  be  able  to  feel  the  ribs.  When  the  foot  presents  it 
oau  be  distinguished  from  the  hand  in  that  it  is  placed  at  right 
angles  to  the  limb,  the  heel  is  prominent,  the  toes  are  about 
equal  length,  and  the  big  too  cannot  be  separated  at  right  angles 
from  the  others  or  bent  over  the  sole,  as  the  thumb  can.  The 
knee  may  be  distinguished  from  the  elbow  by  being  broader 
and  not  so  pointed.  It  will  be  somewhat  depressed  in  the 
centre  with  a  prominenoe  at  each  side,  while  the  elbow  will  be 
prominent  at  the  centre  and  depressed  at  each  side.  If  you 
have  any  diiliculty  in  deciding  the  matter,  pass  your  hand  along 
the  limb  until  you  reach  either  the  foot  or  hand. 

Prognosis. — The  mother  does  not  run  any  greater  risk  titan 
in  an  ordinary  head  tirst  labour,  hut  the  child  doeci.  .About 
30  per  cent,  of  the  children  are  lost.  The  danger  to  the 
child  arisos  from  eitrly  rupture  of  the  membranes,  and  delay  in 
the  delivery  of  the  after-coming  head,  which  allow  of  pressure 
apOD  the  placenta  and  cord.  The  child  may  also  make  efforts 
to  breathe  while  the  head  is  in  thb  va^vn&,  ^ni  ^sftioova'a  woSSa- 
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oated  from  drawing  mucue,  etc.,  into  {t6  air  passages.  It  may 
also  be  injured,  and  even  killed,  during  artificial  delivery.  The 
leRB,  armB,  or  claviolen  may  lie  broken  or  dtglocaled,  and,  what 
ia  of  mure  uou»ioquenou,  the  neck  dislocated,  and  the  spinal 
cord  torn,  In  contracted  pelvee  the  sknll  may  be  fractured, 
or  a  blood-vessel  burst  in  the  brain.  T  have  seen  a  skiafT&i»- 
taken  from  a  child  a  month  old,  which  showed  fractures  of  both 
(emura  and  one  arm,  which  had  evidently  occurred  in  delivena» 
the  child  by  the  breech. 

Positions. — There  are  four  ^xisitions  iib  in  oi'dinary  vertex 
oases.  The  sacrum  is  usually  taken  as  the  deiiorainator,  but 
unfortunately  it  v&  not  the  part  which  leads,  neither  does  it 
follow  the  rule  of  internal  rotation,  rte.,  to  pass  forwards  under 
the  pubic  aroh.  It  is  the  front  hip  of  the  child  which  leads 
and  rotates  forward.  I  shall  adopt  Berry  Haifa  nomenclature, 
aud  divide  the  positions  into  dorso-anterior  and  dorso-poatorior. 
and  each  of  these  into  ri^ht  and  left  coxa-cotyloid.  Ri>;ht,  and 
left,  anterior,  and  posteiior.  all  refer  to  the  mother. 


I.  Dorao^ntorior 

2- 

B.  Dniw>-putttarior 

4 


Right  coXB-cotyloJd  ^  L.S.A. 

Left      „  „  =  RS.A. 

Right    ..  ..  =  R.S.P. 

Ijeft      ..  ,.  =  L.aP. 


In  the  dorso-anterior  the  hack  of  the  child  lies  anteriorly, 
and  in  the  tirst  the  child's  left  hip  will  be  to  the  front  and  ri^ht 
side  of  the  pelvis,  R.O.C.  In  the  second  the  child's  right  hip 
will  be  to  the  front  and  left  side  of  the  pelvis,  L.C.C.  In  the 
doFBO-posterior  the  l»ck  of  the  child  ties  towards  the  back  of 
the  pelvis,  hut  either  the  ri^ht  or  left  hip  will  be  to  the  front. 
In  the  third  the  ri^ht  hip  will  be  to  the  from  and  riKht  of  the 
|)elvis.  R.C.C.,  and  in  the  fourth  the  left  hip  will  be  tn  thn  froc 
and  left  of  the  fwlvis,  L.C.C. 

Tlie  first  is  by  far  the  most  frequent,  and  the  third  the  next 
in  frequency  as  in  vertex  cases. 

Mechaoism.^Xf   the   fcetus   is  amall  the   breeoh   may  be 


PRETERNATURAL  LABOURS. 


driven  stmifi(ht  down.  but.  as  a  mlo,  the  anterior  hip  posses 
down  in  mlvance.  The  first  laoveinent  'i»  one  of  descent,  with 
the  anterior  hip  in  ndranoti.  The  bisiliae  dittmeter  passes 
down  in  one  or  other  oblique  diameter.  In  the  first  and  third 
It  is  in  the  left  oblique,  and  in  the  second  and  fourth  in  the 
right.  When  the  leading  or  anterior  hip  i-eache&  the  floor  of 
the  pelvis,  it  foUows  the  rule  for  internal  rotation,  and  {lasses 
forvrards  under  the  pubic  areh.  and  the  [lostortor  one  is  forced 
over  the  perineun]   by  a  movement  which  is  practically  exten- 

I.  R.C.C.  II.  L.C.C. 


^H  111.  R.C.G.  IV.  L.C.C. 

^^H  Flo.  24. — Four  poaitions  in  brcocli  pretientfction  from  lielow. 

sion.  The  legs  and  body  are  then  oxiwUed.  The  arms  shoidd 
be  folded  across  the  chest.  The  anterior  shoidder  passes 
forwards  under  the  pubic  arch,  and  the  posterior  sweeps  over 
the  perinoitni.  The  after-coming  head  enters  the  pelvis  with 
its  long  diamoter,  the  oocipito-frontnl.  in  the  transverse,  and 
as  it  comes  down,  the  occiput  rotates  forwards  under  the  pubic 
arch,  th<*  forehead  passing  into  the  hollow  nf  the  sacrum.  This 
causes  au  external  rotation  of   the  bod^.    *£\ife   wsu^   n\   VXxta. 


3Z4 


CUSICAL  OBSTETRICS, 


neck  is  fixed  under  the  puhic  Arch,  the  chin,  face  and  forehead 
sweep  over  the  perineum  by  a  movement  of  tlexion,  and  the 
birth  ifl  finished,  fn  a  few  rare  caAes  the  chin,  instead  of  the 
occiput,  paeaen  forwards  under  the  pubic  arch.  The  chin.  face, 
and  forehead  may  then  be  expelled  by  Sexiou,  or  the  cKMUpni 
and  vertex  sweep  over  the  perineum  and  the  head  he  horn  by 
a  movement  of  extreme  fixtension,  the  face  of  the  chUd  looking 
directly  into  the  vagina  as  the  birth  is  completed. 

The  caput  aaocedaneum  will  be  over  the  leading  hip  and 
genital  organs.  The  scrotum  of  a  male  may  he  very  much 
swollen,  and  quite  black  from  effased  blood. 

Causes  of  Delay  in  Breech  Cases. — The  first  stage  is  apt 
to  be  prolonRod  by  the  rnembranefi  niptnrinn  early.  In  the 
second  stage  we  get  delay  from  impfirtif>n.  The  breech  conies 
down  into  the  pelvis  and  is  jammed  there.  Tliis  may  happen 
with  a  large  child,  when  the  soft  parts  are  rig:id,  when  a 
tumour  obstructa,  when  the  pelvis  is  contracted,  hut  a  very 
common  cause  is  extension  of  the  legs,  so  that  the  feet  lie  wel) 
up  on  the  chest  and  are  caught  by  Bandl's  ring. 

Upward   Displacement   of  the   Arms. — This  ia  apt   to 
happen   if  traction   is  made  on   the   legs.     It  is  also  apt  to 
occur   in  contracted  pelves.     The  elbows  hitch  on  the  brim, 
and   the  arms  are  thrown  up  by  the  side  of  the  head  and ' 
eflTeotually  block  the  passage. 

Impaction  of  the  After-coming  Head. — This  is  very  api 
to  occur  in  oontnioted  pelves,  also  when  the  hesd  is  targe,  and  | 
when  traction  is  made  on  the  legn.  \vithout  at  the  same  lime 
applying  suprapubic   pressure.     If  traction  is  made  on   ihel 
legs,  the  head  ia  liable  to  become  extended,  and  a  long  diameteri 
is  thus  substituted  for  a  short  one,  so  the  head  is  apt  to  be 
arrested. 

TrratfWfit. — Keep  the  membranes  intact  as  long  a«  possible. 
Leave  the  delivery  to  nature  until  the  breech  is  bora,  and  the  fl 
/wrff  expelled,  a-s  far  as  the  umh\UtUft.  1\\biv  dmw  down  a  loop      r 
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of  the  cord,  and  Feel  if  it  is  pulsating.  If  the  oord  is  quite 
pulseless  and  flaccid,  the  child  \h  dead,  and  there  is  no  need 
for  hurry  ;  if  it  is  pulsating  quite  fi-eely,  there  is  ao  immediate 
danger  to  tho  child ;  hut  if  pulsation  is  very  quick  and  fooble, 
delivery  must  be  effected  quickly,  if  the  child  is  to  be  saved.. 
In  any  case,  when  the  child  is  alive  delivery  must  not  be 
prolonged  many  minutea,  aa  the  risk  is  considerable  fiom 
pressure  upon  the  placenta  or  cord,  or  fiiom  the  child  at- 
tempting to  breathe  and  thus  suffocating  itself  by  dmwing 
muous  into  bhe  air  passages.  The  child's  body  should  be 
wrapped  in  a  warm  towel  to  prevent  it  getting  chilled.  When 
the  body  is  being  expelled,  suprapubio  piossuro  should  bo  kept 
up  to  keep  the  head  Hexed  and  prevent  the  arms  passing  up 
by  its  aide.  If  the  arms  are  not  quickly  expelled,  they  must 
be  brought  down.  Heize  the  child's  legs  and  swing  the  body 
as  far  out  of  the  way  as  |}08HiblG  with  one  hand,  so  as  to  allow 
the  fingers  of  the  other  hand  to  he  passed  along  the  front  of 
the  ohest  imtil  the  nearest  arm  is  reached.  The  fingers  should 
be  passed  into  Che  bend  of  the  elbow,  and  the  forearm  aud 
hand  swept  down  over  the  front  of  the  child.  Relieve  the  most 
acoe6t>il)lo  arm  tit»t,  and  then  the  other  oan  usually  ho  easily 
reached.  Vou  will  probably  have  to  change  hands  to  relievo 
the  seuond  arm.  The  head  may  be  expelled  by  nature,  but, 
as  a  rule,  assistance  will  be  required.  The  best  method  is  by 
suprapubic  pressure,  which  can  be  combiuml  with  ti'uction  on 
the  body.  With  tho  patieni  on  her  back,  get  an  assistant  bo 
press  hriuly  on  the  uterus,  downwanl»i  and  backwards  through 
the  abdominal  wall.  This  may  bo  sutliclont  to  expel  the  head, 
but,  if  not.  traction  can  be  combinud  with  it.  Place  the  body 
of  the  child  on  youi  left  arm,  and  pass  the  fingers  of  the  loft 
baud  along  the  vagina  into  tho  mouth  of  the  child,  or  on  each 
side  of  its  nose.  The  right  hand  should  either  grasp  over  the 
shooldera,  or  its  lingers  should  be  passed  into  the  vagina  a^amsC 
the  oooiput.     The  bod>  of  the  child  %Viovi\4  t.\iOTi  Vj^  vkxiss^-** 
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far  forwards  as  possible  towards  the  mother's  abdomen,  aiwl 
the  head  Hexed  and  levered  out  when  the  face  lies  in  the 
hollow  of  the  sacrum.  If  the  face  has  rotated  forwards,  the 
body  of  llie  child  should  bo  swung  back  towards  the  mother's 
back,  and  the  faoe  he  brought  out  first  by  flexion.  Care  mast 
be  taken  not  to  draw  the  head  out  too  quickly,  as  the  perineain 
may  be  Imdly  torti.  Suprapubic  pressure  is  l>y  far  the  best 
method,  and  should  alwa)*!!  be  practised  aloug  with  traotioti,  if 
not  sutficieiii  alone.  It  is  following  nature's  metho<)  of  ex- 
pulsion, and  tends  to  increase  flexion,  while  traction  from  below 
bends  to  cause  extension,  of  the  head. 

lu  applying  traction  to  the  body  uf  the  child,  care  uiU8t  be 
taken  not  to  injure  the  neck,  and  if  the  tinkers  are  hooked  into 
the  mouth  not  to  tear  the  cheek,  or  break  the  jaw.  If  there  ia 
any  delay,  the  child  will  be  born  asphyxiated,  so,  in  every  caso, 
prepanuioiw  for  reviving  it  should  be  made  beforehand. 

Treatmtnt  of  Deinyetl  Casts. — Whan  tlie  mombranea  rupttire 
early  there  will  be  delay  in  the  /inl  staije^  and,  as  the  liquor 
aninii  will  be  completely  drained  away,  the  pressure  upon  the 
child  may  soon  begin  to  tell.  The  best  method  of  luistuaing 
dilatation  is  by  moans  of  Champeuer  de  Ribes'  bog.  It  will 
prevBnt  tlie  escape  uf  any  liquor  amnii  which  is  still  in  the 
uterus,  and  thus  help  to  prevent  injunous  pressure  upon  the 
child.     Manual  dilatation  under  chloroform  may  be  neoesBOry. 

Second  Stuye. — Impaction  of  Ihu  breech  may  be  caused  by 
the  lartfe  size  of  the  oluld.  rigidity  of  the  soft  parts,  c^jntraotetl 
pelvis,  tumours,  or  exumsiun  of  the  lugs,  so  that  the  feet  lie  well 
up  on  the  chest.  The  usual  explanation  of  the  cause  of  impac- 
tion when  the  logs  are  exttmdod.  is,  that  the  pelvis  is  flexed  upon 
the  trunk  at  the  lumbar  articulationti.  and  the  trunk,  pelvis, 
and  legs  of  the  f  itua  form  a  wetlge  which  cannot  pans  through 
the  maternal  pelvis.  1  do  not  agree  with  this.  The  pelvis  of 
the  uhild  is  jammed  into  the  mother's  pelvis  and  is  not  flexed 
described,     [u  iboie  oooee  t 
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drainMl  away  early,  and  monlding  of  the  aterua  round  the  child 
will  l>e  Hviderit.  Bandt's  riiif^  Ijegins  to  form,  and  us  the  feet 
lie  above  it  they  are  caught  by  it.  and  the  child  is  hitched  by 
its  fpet  With  each  contraction  of  thn  litems  Bandl'fl  rin^  con- 
tructa,  uud  the  child  is  held  fast,  instead  of  being  forced  down. 

The  following  case  illuHtrates  this.  The  patient  was  thirty- 
nine  years  of  a^e,  xl.-pani.  Her  former  labours  had  been  easy, 
exoept  the  last  one,  three  years  ago,  when  I  had  delivered  her, 
with  forcepd,  of  a  very  large  child.  The  membranes  ruptured 
in  the  morning,  but  oontractiona  did  not  come  on  until  2  P.M. 
By  U  r.M.  the  bi'eech  had  descetided  into  the  cavity.  The  pains 
were  very  strong,  but  no  further  ndvanoi;  was  iniule  during  the 
next  hour,  no  the  nurse,  whose  case  it  was,  sent  for  me.  I  found 
the  uterus  was  moulded  round  the  l>xly.  The  breech  was  in 
the  cavity,  dorso -anterior  H.C.C.  The  contractions  were  ex- 
ceedingly strong,  but  no  advance  was  being  made. 

The  patient  was  put  very  deeply  under  chloi-olorm,  as  I 
wished  to  find  ont  the  cause  of  delay  before  delivering.  On 
oarofully  passing  my  hand  in,  I  found,  as  1  expected,  the  legs 
extended.  The  retriuition  ring  was  very  distinct,  forming  a 
le<lge  raund  the  interior,  and  the  feet  were  both  Mtched  above 
it.  The  cause  of  the  arre.st  was  perfectly  plain,  an  no  descent 
oould  take  place  so  long  ils  the  Feet  remained  above  the  ring. 
Tlie  uterus  \vas  so  closely  moulded  round  the  iKxly  of  the  child 
that  I  ha4  some  diftioulty  in  unhitching  the  feet  and  dmwing 
one  of  the  legs  down.  The  body  was  easily  dehvered,  Imt,  in 
spite  of  lirm  suprapubic  pressure,  one  of  the  arms  jiassed  up. 
The  el)x)w,  1  suspect,  was  caught  by  the  ring.  When  it  was  freed 
dehvery  of  the  aftor-comitig  head  was  caBii}  aooompltshod. 
The  child,  a  large  male,  was  alive.  The  mother  made  a  good 
recovery. 

The  impacted  breech  may  )»  delivered  by  forcepa.  but  the 
instniments  are  liable  bo  slip.  If  possible  a  foot  should  be 
brought  down,  and  then  there  will   !)&  no  IxixvWt   K\SX\c.\^V5. 
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Thia  oan  easily  be  done  when  the  legs  are  flexed,  but  when 
they  are  extended  the  neatest  cAre  iniiut  he  taken  and  the 
patient  should  be  deeply  under  chloroform,  as  the  lower  uterine 
sejfinent  might  very  easily  be  ruptured.  If  a  foot  cannot  be 
brought  down,  traction  should  be  made  on  the  f^oin  by  hooking 
the  fingers  through,  passing  an  aseptic  fillet,  or  u»in^  a  blunt 
hook.  There  is  ^oat  risk  of  fnicturing  the  fomur,  especially 
when  the  blunt  hook  ia  used.  In  some  cases  the  breech  eon* 
not  be  got  through  until  it  has  been  broken  up.  The  cephalo- 
tribe  should  bo  used  to  deliver  with,  and  the  after-coming  head 
should  l)e  perforated,  before  an  attempt  is  made  to  dra^  it 
through. 

Upward  DtHpliiceirufnt  of'  Uut  .'l<*»ui. — This  can  be  prevented, 
in  many  oases,  by  keeping  up  suprapubic  pressure  daring 
the  descent  of  the  body.  The  uiethod  of  dealing  with  the 
arms  has  already  l)oen  debcribed.  If  un  arm  happens  to  bo 
displaced  Ixjhind  the  head,  and  the  forearm  cannot  be  swept 
forwaitls,  and  over  the  face,  it  may  be  neoesaary  to  break  the 
humerus.  Tliia  accideiU,  or  separation  of  the  epiphysis  and 
difl-physis,  ur  fracture  of  the  clavicle  may  hapjwn  In  any  caae. 

Impaction  of  tJie  Ajier'dmim^  Head. — This  may  be  due 
to  ditiproportion  between  the  size  of  the  passage  and  the  head, 
from  A  large  head  or  a  small  pelvis,  but  is  most  fre<|Uttufcly 
caused  by  extenuion  of  the  head  by  traction  from  below,  with- 
out suprapubic  pressure.  Suprapubic  pressure,  oombined  with 
traction  from  below,  as  already  described,  will  often  suffice. 
Foroeiw  may  bo  used  and  they  act  well.  The  body  of  the 
child  should  be  thrown  well  forvk-ard  on  lu  the  mother's 
abdojueu  when  the  chin  is  behind.  The  blodoH  art*  applied  to 
the  sides  of  the  head  on  the  fi\>nt  of  the  child's  body,  so  that 
the  ohin  lies  between  the  shanks.  Tniction  vnll  then  rapidly 
deliver  the  head.  In  breech  cases  it  is  well  to  have  your 
(oruepe  ready,  so  that  in  oaae  of  need  no  time  may  be  lost  in 
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If  an  after-cominK  head  is  ton  large  to  pans,  or  thn  pelvis  too 
Hmall  to  allow  lb  to  do  su.  prolonged  tractioD,  either  on  the  legi^ 
or  with  foroeps,  must  not  be  indulged  in.  The  child  will  in  all 
probability  he  dead,  hut,  alive  or  deail,  the  head  should  he  perfor- 
ated, and  the  brain  evacuated.  This  may  l>c  done  liehind  the  ear, 
or  through  the  roof  of  the  mouth.  Vigorous  traction  may  not 
only  break  the  neck,  but  even  cause  decapitation,  a  very  serious 
accidont  to  happen,  as  the  utmost  difhculty  is  experienced  in  de- 
livering a  decapitated  head,  especially  if  tlie  pelvis  is  contraoteU. 
Under  no  consideration  should  tlie  neck  ho  severed,  I  have 
more  than  once  known  this  to  be  done  in  hopes  that  the  head 
could  then  be  easily  grasped  with  forceps,  but  with  dire  results. 
[f  such  an  accident  happens,  the  head  should  lie  perforal«fI  and 
delivered  with  the  cephalotrihe. 

MalroUition  of  the  Tlend. — The  chin  rarely  passes  to  the  front. 
This  CUD  be  prevented  during  the  delivery  of  the  body.  If  it  has 
passed  forwards,  the  body  of  the  child  must  be  swung  back- 
wards instead  of  forwards,  and  the  cliin  and  face  brought  out 
under  the  pubic  arch.  This  may  be  assisted  by  making 
pressure  on  the  occiput  through  the  rectum,  ho  as  to  Hex  the 
head.  Forceps  are  not  very  useful  in  these  oases.  They  will 
not  promote  delivery  in  the  natuiul  way,  uuless  applit«d  Che 
reverse  way.  The  ohin  is  said  occasionally  to  hitch  ab-.)ve  the 
symphysis,  and  the  occiput  then  descends  into  the  huliow  of 
the  sacrum.  In  such  a  cose,  the  occiput  must  necessarily  pass 
over  the  periueum  first  and  the  face  be  born  last,  the  child 
looking  directly  into  the  vagina  as  birth  is  completed.  A  small 
head  might  escape  in  tliis  way,  but  the  stram  upon  the  peri- 
neum would  he  very  great.  Foroeps  could  be  applied  liehiod 
the  body  of  the  child,  so  that  the  occiput  would  lie  between  the 
shanks,  but  in  most  cases  perfurabion  would  be  ueoessar)'.  The 
child  would  very  probably  be  dead.  If  it  were  dead,  one  should 
perfunite  at  once,  without  atteiuptlug  tu  deliver  it  by  tracliou. 
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IMt.ETKKNATURAL  LABOURS  iC'ii/vi/Wt- 

Trausveme  PrcHCiitativmi — I'oaltiouH— Moclmiiuiin — tiixiiilAnoouti  ItcctHl- 
oatioit — SpuQtiuiuuuii  VurstoD — SpoutAtieuUK  Evulntioii  -Si>out4Miu<mK 
Bxpulaioii. 

Transverse  Presentations. — The  loii^  axis  of  the  fojliis 
ties  more  or  Iuhh  iiunsvurKu  lo  the  tang  uxis  uf  the  mother. 
BoniL'  part  of  the  trunk  prefteiits,  and,  as  it  is  moBt  frequently 
the  shoulder,  these  oases  arc  often  spotten  of  as  shoulder  pre- 
scntjicions.  The  hand,  arm,  e!t)ow,  shoulder,  or  nl>s  may  lie 
the  ixirt  felt,      The  arm  may  )>_>  prolapsed  into  the  vaginA. 

Cauaf!.%.— Prematurity,  death  of  the  footus,  excasnive  liijuur 
anmii.  plnu^nta  pruuvia,  twins,  tumours,  and  obliquity  of  thL< 
uterus  AXi^  all  causes. 

Premature  and  matun>  ftBtusea  with  excessive  liijuor  amnii 
move  about  freely  in  the  uterine  («vity,  and  are  very  liable  tci 
present  trans versely.  The  saii\e  thing  is  likely  to  occur  wiLli 
a  dead  (obvus,  as  it  is  much  more  flexible  tlun  a  living  one.  and 
any  part  of  the  tiody  may  b»  driven  down  instead  of  the  liead. 
With  placenta  prievia,  you  liave  t)oth  the  Hliape  of  the  ulorine 
cavity  altemd  and  th<i  prematurity  of  the  lal)our  as  predisposing 
oAUsoii.  With  twins,  one  or  both  are  liable  to  be  transrerse 
from  the  altered  shape  of  the  uteruH.  At  full  titne.  obliquity  o( 
thi'  uterus  is  the  most  frequent  cause.  The  cause  of  the 
obliquity  may  be  a  tumour,  or  a  oontmicted  pelvis,  so  these 
uuiy  l>H  ooMMidert'd  Uigt'lht^r.  When  the  uterine  axiti  is  oblique, 
tbr  lon^  axit  of  the  fccttis  w*ill  be  obli<|Ut\  and  the  head  will  lie 


in  the  iliac  fossa  of  the  sido  opposite  to  that  towards  which  the 
Fundus  leans.  If  the  head  is  ho  far  over  tliat  the  occiput  can- 
uol  enter  the  brim  as  the  uterine  uontraotiona  force  the  fuetub 
down,  a  face,  or  a  transverHe,  preseutiition  will  result.  If  the 
body  IK  lying  so  that  exteni^ion  of  the  head  can  occur  the  face 
will  come  into  the  brim,  but  if  it  ia  so  placed  tliat  extension 
tiannol  occur,  the  HhouldKr,  or  snine  part  of  the  body,  will  enter. 

Frtqitfiiu-if. — Transverse  presentations  ooour  in  about  1  in 
200  caaeu. 

Diatjnmin. — The  abdomen  will  appear  brooder  than  natural, 
and,  oil  pnlpHting  il,  the  long  axi^  of  the  uterus  %vill  be  found  to 
lie  marc  or  Iosh  transvorsely  to  the  lon^  axis  uf  the  mother. 
The  rounded  head  will  he  felt  at  one  side,  and  the  breech  at  the 
other.  If  it  is  dorao-nnterior.  the  Imck  of  the  child  will  be  felt 
to  the  (rout,  and,  if  It  iH  dorsu-posturior,  the  Uuibs  will  he  made 
out  to  the  front.     The  fietal  heart  will  be  heai'd  low  down. 

Ver  vajinam  the  presenting  part  will  be  felt  high  unless  the 
hand  or  arm  in  prolapsed.  If  the  inrinbranes  are  unruptured, 
they  wilt  protrude  in  a  sausage  uhape.  When  the  pi^esenting 
pan  18  high  it  will  be  soft.  If  it  is  the  shoulder,  three  bony 
ridges  can  be  reco^nieetl.  vu.,  the  clavicle,  tlie  liuraerus,  and  the 
spine  of  the  scapula  radiatmg  from  one  spot.  If  the  finger  can 
be  passed  into  the  axilla,  the  ribs  can  l>e  felt,  and  this  will 
distin^iiish  il  from  the  told  of  the  groin  in  a  breech  presenta- 
tion. If  the  liand  presents,  it  can  easily  be  recognised  from  the 
foot  by  the  absence  of  the  heel,  the  difference  between  the 
length  uf  the  tingeri^  and  thumb,  and  the  freedom  with  which 
the  lliurnh  can  be  bent  over  the  palm,  or  extended  ul  ri^ht 
angles  to  the  hand.  The  elbow  can  be  diagnosed  from  the 
knee  by  its  pointed  extremity,  with  a  hollow  at  each  aide, 
instead  of  a  hollow  in  the  centre,  with  a  prominence  at  either 
side.  If  you  are  in  doubt,  try  to  reach  the  band  or  foot. 
When  the  aide  of  the  cheat  presents,  the  libs  can  bo  oasiLs 
distinguished.     Tlie  cord  ts  very  \i&VAe  lo  V*l  igto\».v*^- 
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Prognosis. — The  risk  to  the  mother  ia  very  great  if  the  case 
is  left  Ui  natura,  but,  if  it  is  properly  treated  early,  there  should 
not  be  very  much  risk.  The  woman  may  die  of  exhaustion,  of 
rupture  of  the  uterus,  from  the  result  of  operative  iDterfereDoe, 
or  from  hiemorrhage,  or  sepsis.  The  risk  to  the  child  is 
exceedingly  great.  A  living,  fuU-time  child  can  hardly  be  boru 
alive  by  natural  efforts.  Besides  the  risk  of  pressure  interfer- 
ing with  the  placental  circulation,  you  have  all  the  risks  of 
artificial  delivery  by  turning.  By  proper  treatment  the  risk  to 
the  cliild  \n  lessened,  but  in  all  cases  it  is  great. 

Positions.  — The  shoulder  or  acromion  process  is  the  de- 
nominator, and  four  positions,  corresponding  to  the  vertex  ones, 
are  given.  As  in  pelvic  presentations,  they  may  be  divided 
into  two  main  divisions,  rU.,  two  dorso-anterior,  and  two  dorso- 
posterior  positions,  i.e.,  a  right,  and  left  dorso-anterior,  and  a 
right,  and  left  dorso-poaterior ;  "  right,"  and  "  left,"  "  anterior," 
and  "  posterior  "  referring  to  the  mother. 

I.  Dorso  aiit«rior,   Leit    Aommto- iliac  -  Left    Aorouiio  -  aatacior    L.A.A. 
^.      ..  M         Hight       .,  „     =  Righl         „  „        H.A.A. 

8.  Vona  fKtiterior.  Hight        ..  „     =*  Itiglit  .\cn>mio<post«rior  R.A.F. 

i.      ,.  „         U(i  ,.  .,     =  Ufi  ..        L.A.P. 

Count  of  the  Labour. — If  the  child  is  small,  or  dead  aiul 
softened,  the  lat>our  may  end  in  its  expulsion  in  one  of  the 
ways  to  be  descril>ed,  but  if  it  is  large,  alive,  or  only  ruoently 
dead,  the  uterus  may  rupture,  or  the  contractions  of  the  litems 
may  entirely  cease  and  the  labour  pass  off.  This  last  is  a  very 
fortunate  termination,  if  there  is  no  assistance  at  hand.  The 
child  will  be  dead  l>efore  this  hapi>euu,  and  if  the  woman  doe>s 
not  die  of  exhaustion,  laix)ur  will  come  on  agun  in  a  few  days*  H 
when  the  child  will  t>e  softened,  and  may  be  expelled  quite  ^ 
aasily.  A  small,  tlexibto  child  is  occasionally  expelled  aUve,  as 
in  premature  cases,  or  a  second  child  of  twins. 
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1 .  Spontaneous  Rectification. — The  fcntua  very  rarely  lies 
absoluttfly  brnusversely,  but  is  usually  oblitjue,  with  the  hea<l 
in  one  iliac  fossa,  and  the  shonldor  over  tho  hrlrn.  The 
head  can  t>e  felt  bulging  out  the  Hide  of  the  uterus.  If  the 
ftetua  is  freely  movable,  as  the  aCerua  contracts,  the  head  may 
\ye  pushed  towards  the  axis  of  the  lirim,  and  thus  beoome 
Bul)stiCuted  for  the  shoulder  ;  in  other  words,  rectification  may 
ocoar.  This  prolmhly  occurs  more  frequently  than  we  are 
aware. 

2.  Spontaneous  Version. — This  method  was  first  described 
liy  Dunman  under  the  name  of  '*  Spontaneous  Kvolutioii  ".  The 
arm  may,  or  may  not,  be  prolapsed.  If  it  is,  it  will  not  be 
wholly  outside  the  vulva.  The  body  is  still  in  the  uterine 
caiity,  the  head  being  janimed  tightly  into  one  iliac  fossa.  The 
doubled  up  body  is  loo  large  to  pass  through  the  brim.  As  the 
uterus  contracts  firmly,  it  presses  u(X)n  the  breech,  which  is  the 
highest  portion  of  the  fcetus.  Tho  breech  is  the  only  part 
which  is  at  all  movable*  and  it  ia  gradually  driven  downwards 
until  it  is  forced  through  the  brim  and  is  expelled.  The 
body  turns  on  its  own  axis.  The  case  then  Buishea  like  an 
ordinary  breech.  .\n  ordinary  sized  living  child,  or  one  very 
recently  dead,  may  be  ex^jelled  in  this  way.  If  it  has  been  dead 
sutHciontly  long  to  be  softened,  it  will  come  through  doubled 
up.  For  spontaneous  version  the  child  must  not  he  too  large, 
And  it  must  have  a  certain  amount  of  reslhenoe.  It  takes  place 
later  in  lalx^ur  than  spontaneous  I'octification,  but,  like  the 
latter,  occurs  in  the  uterus,  and  not  in  the  pelvis.  It  is  sup- 
posed U)  be  due  to  irregular  coniraobions  of  the  uterus,  the 
firmly  contracting  portion  pushing  the  breech  down,  while  the 
relaxed  portion  allows  the  head  to  pass  up. 

Com. — Mrs.  K.,  let.  twenty-sevea,  vi.-para,  was  aeea  bf^  ^ 
student,  who  foimd  the  hand  in  the  vagina,.    tW  \ava»  "^^t^^ 
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stronj^.  When  the  Houbr  snrgeon  reached  the  case  he  found 
the  hand  was  at  tho  vulva,  but.  before  he  could  make  a  va^^nal 
(^xanaination,  a  very  strong  ftontraotion  came  on,  and  the  bneeoh 
wivs  driven  down,  aad  the  body  born  doi-so- posterior.  The 
head  waa  retained  for  a  little  under  the  publo  arch,  but  the 
child  was  delirerorl  alive.  It  weighed  4^  Ih.,  aod  the  mother 
8tate<]  it  waa  about  a  mouth  before  \\n  time.  The  laluur  had 
lasted  fifteen  hours,  and  the  memhraneA  were  4iud  to  liav^ 
ruptured  twelve  hours  before  the  case  was  first  seou. 

3.  Spontaneous  Evolution  (Douglas). — Thit*  ocaur>i  in  the 
pelvic  cavity.  The  pTOHontinj»  shoulder  is  forced  very  low 
down  and  forwards  nuder  the  pubic  arch.  The  entire  arm  and 
shoulder  can  \ye  floea,  and  the  olaviole  lies  undei'  the  pubic 
-symphysis.  The  head  is  above  the  i)ubis.  hulgin>f  well  forwards. 
As  the  uterine  contractions  go  on.  the  side  of  the  chest  is  forced 
forwards,  and  the  rihs  can  be  felt  at  the  vulva.  The  clavicle  is 
driven  round  (he  anterior  part  of  the  symphysis.  The  breech 
is  uow  either  in  the  hollow  of  the  saciiim.  or  eomiivg  through 
the  brim.  Further  contractions  will  di-ive  it  down,  and  force 
it  free,  and  the  labour  will  finish  like  an  ordinary  bneeoh. 

Spontaneous  evolution  ocowa  in  the  cavity  of  the  pelviti.  thus 
ditTcring  from  version  which  oocunt  in  the  ut«rus.  The  uterine 
contnictions  must  be  very  powerful.  A  full  time  child  may  be 
lx>m  alive  in  this  way,  if  it  is  small,  and  the  pelvis  roomy,  but 
Ihti  ^ruat  pressure  to  which  the  child  is  subjected  is  apt  to 
cause  its  death. 

4.  Spontaneous  Expulsion.  -This  only  happens  with  mae- 
srated  f(jetiifteH,  Thi^  l>ody  i*  forced  through  doubled  tip,  the 
head  and  legs  ltetn}<  expelled  together  last.  This  method  is 
Bbeu  with  premature  mac^ratod  fieiuses,  and  in  those  neglected 
caees  in  which  there  has  been  a  cessation  of  laliour  a  few  daya 
previously,  and  the  fcetus  has  had  time  to  become  softened. 

TrpntmcMi, — If  the  membranes  are  not  raptured,  they  must 
be  kept  intact,  »h  luu^  au  possible.     Spontaneous  restitution 
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should  ()e  ansiflterl  by  external  manipniations.  If  thn  raeni- 
braaes  have  ruptured,  dilatution  hIiuuIU  be  usKtstod  by  muanii  of 
hydrostatic  l)a<!B,  Champetier  de  Ribfts'  baj^  <loe8  admirably,  us 
il  uSeotuatly  retains  tbe  remainder  of  thti  liquor  aranii  in  the 
uterus,  and  thus  Iohkcos  the  pressnif  upon  the  child.  In  ca«e8 
where  the  luumbranes  are  intact,  if  the  liead  cannot  l*  inanipii- 
taied  into  the  brim,  varaion  should  be  donu  as  sooa  as  the  ob 
\h  fully  dilate.!.  The  Inpolar  lu^tliol  >uay  ha  used,  but  the 
ordinary  internal  podalic  is  the  one  mosi  frequently  adopted. 
If  the  membranes  ai*e  ruptured  and  the  os  fully  dilated,  podalic 
veraion  shoulrl  be  done  at  oncf;,  hpforo  the  uterus  gets  retracted 
round  the  child.  If  the  os  is  not  fully  diluted,  it  should  be 
dilated,  by  baua,  or  manually,  and  version  should  then  be  doae. 
tn  these  oases  the  ]wtient  iiiU4t  he  very  deeply  anffisthetieed,  to 
get  as  much  relaxation  of  the  uterus  us  possible,  in  order  to 
lessen  the  risk  of  rupture.  If  auy  retnLcbion  has  taken  plaoe. 
Bandl's  ring  will  form  a  ledge  round  the  interior  of  the  uterus, 
and  the  shoulder  will  be  fixed  uuder  it.  It  should  lie  released 
before  the  liody  is  turned,  or  it  may  very  easily  nipture  the 
uterus. 

Id  doiug  podalio  version,  some  authorities  advise  catching  the 
nearer  foot,  and  others  the  farther  off  one.  The  proper  foot  to 
be  caught  will  depend  upon  the  position  of  the  child,  whether 
it  is  dorsoanterior.  or  dorso-posterior.  In  dorso -anterior  cases 
the  nearer  foot  should  ba  oaught,  while  in  do rao- posterior  it 
shotdd  Imj  that  fiirtlier  away-  I»  the  dorso-anterior  the  Ijack  is 
already  to  the  front,  and  you  do  not  wish  to  alter  this,  there- 
fore seize  the  nearer  foot.  In  the  dorso-posterior  cases  you 
seize  the  farther  away  foot,  as  you  not  only  wish  to  turn  the 
child,  but  also  to  bring  its  haek  to  the  front.  If  you  seixe  the 
nearer  foot,  you  will  turn  the  child  just  as  easily,  but  you  will 
not  rotate  it  on  its  long  axis,  so  the  back  will  remain  dorso- 
posterior. 

Whon  impaction   has  occurred,  au4   V^ib  xv.tet>K  \%  Ssra^.-^ 


-y.  -a  cut  the  spine  across,  and", 
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PcBTAIi    COMPUCATIONB. 

Prolapse  of  the  Cord. — This  accident  is  much  moi'e  com- 
uion  in  miiltipnru:  than  in  pniuiparut.  It  ucours  ahout  ouce  in 
loO  uases.  The  term  "  fuuic  prtiKurittLtion  "  is  HUiuetinieH 
iipplit>(l  to  it  when  the  cord  Is  in  h'ont  of  the  presenting  part, 
tiefore  the  memhraneH  bave  ruptured,  and  "funic  prolapse" 
if  it  deecenJa  after  dilatation,  when  the  memhmneii  are  already 
ruptured.     This  is  u  useless  distinction  . 

Caiuea. — It  may  be  met  with  in  an  ordinary'  vertex  pi'o&onla- 
tion,  hut  is  much  mort;  oomicion  in  contmcted  pelves  and 
lualpreueatationn.  It  is  ajit  to  arise  in  any  case,  in  which  the 
presentinK  part  does  not  fully  (ill  up  the  brirn  t>6fort-  thai 
membranes  rupture,  as  the  rush  of  waters  may  cam-  the  uord 
down,  especially  if  it  is  \ou^,  nr  is  inserted  low  down. 

OUujuvnU. — Before  the  membranes  rupture  it  can  l>e  felt 
inside  of  them,  and  thertj  should  Im;  no  dJtViculty  in  ivcognisinK 
it,  espeoutlly  if  it  is  pulsating.  In  the  majority  of  cases  the 
membranes  are  ruptured,  and  the  fingers  can  \)ti  hooked 
round  a  loop.  It  often  protrudes  at  the  vulva.  .Mwava 
note  whether  it  is  pulsatin^  ur  not.     Move  \.Ww  ov\<»,  ^  ««^  ^""^ 
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the  woman's  intestines,  which  had  prolapsed  through  a  rupti 
of  the  vaijina,  h.is  lieeii  austaken  far  the  rord.  The  iatfslines 
have  actually  l>cen  drawn  down  and  st:veral  feet  cut  away. 
No  sane  person  Hhould  ever  mako  such  a  mistake,  but  it  ha& 
uafortunately  happened. 

Proifnmin.-  ~\i  does  not  add  any  risk  to  the  mother,  other 
than  that  she  runs  from  the  abnornial  presentation  or  condition 
which  causes  the  prolapse,  except  ihat  the  delivery  will  have 
to  be  rapid  to  save  the  child,  and  in  this  way  the  mother's 
risk  may  be  inoreased.  The  risk  to  the  child  is  very  K^ieat. 
At  least  one-third  of  the  children  are  lost  from  compression  of 
the  cord. 

Treatment. — If  the  cord  is  pulseless  and  flaccid,  showing 
that  the  child  is  dead,  leave  it  alone.  To  make  sure  that 
pulsation  has  absolutely  ocase^l,  examine  Itetwoen  the  pains. 
You  may  be  misled  if  you  only  examine  during  a  pain,  aa  the 
pressure  upon  the  cord  may  utop  the  uirculatioo  during  the 
continuance  of  the  pain.  If  it  is  pulsating,  try  to  replace  it 
above  the  presenting  part.  Placing  the  patient  in  the  geiiu- 
pectoral  jiosition  will  assist  this.  If  it  cannot  lie  replaced 
before  the  membraues  rupture,  the  best  treatmeut  is  to  do 
bipolar  version. 

If  the  membraues  are  ruptured,  and  the  cord  is  pulsating, 
try  to  replace  it  hy  pushing  it  up  with  the  fingers  or  by  means 
of  a  loop  of  string  and  a  catheter,  but,  if  it  has  been  protrud- 
ing St  the  vulra,  be  careful  to  wash  it  first,  to  prevent  septic 
infection  of  the  uterus.  If  it  cannot  be  kept  up,  it  may  be 
placed  in  whichever  side  of  the  pelvis  there  will  be  the  least 
pressure  upon  it.  If  it  is  being  pressed  upon,  delivery  by  for- 
oeps  or  turning  must  k>e  at  once  reuorted  to.  If  necessary,  the 
cervix  should  be  mauiially  dilated.  The  dchvery  must  lie 
quickly  done,  in  the  interest  of  tlie  child. 

Multiple  Pregnancy, — In  Britain  twins  occur  about  1  in 
every  /(X^pi^gnauuics.     In  Ireland  the  average  is  alK}ut  I  in 
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60.  They  very  frequently  run  ia  families,  i.e.,  the  tendency  to 
iwJn-hearing  is  hereditary.  Tliia  hereditary  iiiduence  may 
operate  through  the  father  as  well  na  the  mother,  as  the  same 
man  ia  often  the  father  of  twins  by  different  wonieii,  and 
hrothers  haw  frequently  lieon  the  father  of  tft*ins  l»y  women 
iti  no  way  related.  They  ai-e  coinmonest  in  tirnt  pregtiancies, 
especially  in  elderly  women.  Imbeciles,  idiots,  and  ohjldreu 
with  Ifodily  deformities,  are  not  infrequently  found  in  twin- 
t)Ourin>;  families. 

Varieties. — Eaoh  may  he  developed  from  a  separate  ovum 
(bitiovular),  or  both  may  come  from  one  ovima  {umotutar).  In 
the  firat  the  soxes  may  ditfer.  I>ut,  iu  the  second,  they  will  Inj  the 
same. 

1,  Biiioviilar, — The  two  ova  may  come  from  one  ovary,  as 
shown  by  there  being  two  corpora  lutea  in  the  ovary,  but  in 
some  cases  there  ia  only  one  corpus  luteum,  which  shows  that 
two  ova  may  come  from  one  ovisac.  A  corpus  luteum  in  each 
ovary  shows  that  an  ovum  has  come  from  each  ovary. 

Fertilisation  of  the  two  ova  may  take  plaoe  at  one  time,  or 
at  two  different  times  within  a  short  period  of  eaoh  other.  This 
latter  fact  has  been  proved  by  the  birtb  of  a  white  or  a  black 
twin,  where  the  two  ova  Iiavo  boon  impregnated  by  a  white  and 
a  black  man  respectively.  This  condition  is  known  as  aitpet' 
fecutuiaiion.  We  have  no  means  of  jud^in^^  of  the  frequency 
of  its  occurrence.  An  analogous  condition  of  so-called  siiper- 
fietation  i»  said  to  occur  ut  limes  where  the  second  ovimi 
is  impregnated  some  mouths  later  than  the  first.  The  birth  of 
a  mature  and  an  iipparoutly  premature  child  at  one  time,  or 
the  birth  of  two  children  within  a  month  or  two  of  each  other, 
has  been  held  as  proving  that  this  condition  can  exmt.  but  until 
the  possibility  of  the  existence  of  a  double  uterus  in  such  oasca 
has  been  disproved,  I  cttnuot  admit  that  superfuetation  can  arise. 
In  some  of  the  supposed  oases  a  double  uterus  has  Iwen  found. 
Each  half  of  the  uterua  has  become  \mYirtt^ua.\«A  cA.  ^'S&x«oN' 
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times,  a  condition  wliioh  rai^ht  eataily  happen,  as  ovulation  ooq- 
tinues  durinj"  pregnancy.  IBeaides  the  condition  of  two  ovik 
developing,  one  in  ouoh  aide  o[  a  double  uterus,  two  have  been 
found,  one  in  the  uternn  and  one  in  a  Fallopian  tube,  two  in 
one  Fallopian  tube,  and  one  in  each  Fallopian  tube. 

Arrangement  of  the  Decidux  and  Membranes. — 1.  Bim- 
otithr  twhts. — At  liTBt  the  decidua  letiexa  may  t>e  double,  but 
at  the  end  of  prc^u&ticy  thitt  cannot  be  made  out.  Each  ovum 
has  at  first  a  complete  and  aepamte  chorion,  and  these  nuy 
remain  separate  to  the  end  of  tbe  pregnancy,  but  the  i>oriions 
which  lie  together  may  fu^  and  disappear,  so  tliat  at  full  lunu 
there  is  apjiarently  a  sinj^le  chorion.  Each  fcetus  has.  of 
oonree,  its  own  amnion,  and  the  two  sacs  remain  Hep&rate 
throuKboiit,  except  in  extremely  rare  cases,  where  thoy  may 
possibly  iuw.  hinovuLar  twins  at  full  time  may  be  in  distinol 
baj|(s  of  membranes,  and  the  plaoentffi  be  quite  separate.  There 
may  hn  a  sint^le  chorion,  but  the  amniotic  sacs  will  be  so{Mn»t(t, 
exuupt  in  very  mn*  Instanoos.  Tlie  oonti>;uou8  edges  of  Uie 
plaoentte  may  l»  apparently  united,  but  there  will  be  no  com- 
munication between  the  vessels. 

Biuuvulur  twinH  are  much  more  common  tlian  uniovular,  aod 
are  more  frequent  in  multipane  than  in  primiparm.  Aa  already 
stated  they  may  be  of  the  same,  but  are  more  frequently  of 
different,  sexes. 

2.  Vniovular  twin*  are  developed  from  a  single  ovum,  which 
may  have  two  blastoderms,  or  a  single  blastoderm  which  divides 
into  two  [wrtions.  Each  blastoderm,  or  divittion,  develop^  into 
a  (uitus.  They  are  always  of  the  same  e^x.  If  compleUi 
divition  of  the  bUkstoderm  does  not  ooour,  a  doulile  monster 
results.  TIr-  oiTanf^ement  of  the  retlexa  and  membnuieK  will 
l>e  a  single  redexa  and  chorion,  and  in  Mmu*  cases  a  single 
amniotic  sac.  or  eaoh  f(£tus  may  have  its  own  amtuon.  In  the 
majority  of  cases  there  are  two  aixm.ions,  There  is  a  ttingle 
j>lACenta  with,  as  a  rule,  separate  cords,  but  they  may  be  unitiid 
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before  they  are  inserted  into  the  placenta.  There  is  always  a 
oomintiniciLtiou  between  the  iwo  ftetul  ciroulatioas. 

Uniovular  twin!)  perish  prematurely  much  more  froqoeDtly 
than  binovular,  and  ahnormalittes  are  very  common.  When 
one  embryo  is  leas  developwl  than  iho  other,  th<i  heart  of  thw 
fitroDKer  may  forc«  the  bloal  up  the  uinbttical  arteries  of  the 
weaker,  and  so  disturb  the  circulation  as  to  oaase  atrophy  of 
the  heart  of  the  weaker,  pesultintj  in  an  aaxMioc  nwti,\ter.  The 
lower  part  of  the  monster,  helnp  nourished  by  the  blood  forced 
iiloug  the  timbilical  arteries,  develops,  while  the  heart  and  upper 
pait,  not  lieinf(  sutticiently  nourished,  cease  to  develop,  and 
often  remain  as  a  muss  uf  uudifTerentJated  tissue.  The  lowi-r 
limbs  will  1)6  more  ur  \ens  normally  develo])ed,  but  the  upper 
limbs  and  head  will  be  entirnly  wanting.  The  stronger  embryo 
may  havr'  some  abnormality  as  well,  such  as  an  enoephalocelt* , 

Course  of  the  Pregnancy. — In  more  than  half  the  uases  pre- 
mature delivery  occurs.  One  fcetus  may  die  and  l^e  expelled,  and 
the  other  remain  in  ntcrn  until  full  time,  but  more  frequently 
the  dead  f<jctus  is  retained.  The  pressure  of  the  growing  ovuiu 
may  Hatten  out  the  bUf^hted  one,  and  give  rise  to  a  papyra' 
retiui  firtti-s.  I  have  seen  a  good  many  of  these  cases,  but  in 
none  of  them  was  the  f<£tu.s  flattened  out,  only  macerated, 
In  three  of  the  cases,  I  treated  the  patients  for  threatened 
miscarriages  about  mid-term,  when  the  foetus  had  evidently 
perished.  In  one  of  them  the  woman  had  \yeen  kicked  in  the 
abdomen,  and  in  another  she  suffered  (rom  paraplegia  (see 
p.  72).  Hydramnios  is  common  with  twins,  and  also  vesicular 
degeneration  of  the  chorion,  the  so-called  Uijdatul  nutlfi.  When 
the  twins  are  in  one  sac,  the  cords  may  become  so  twisted 
and  knotted  as  to  cut  off  the  circulation,  and  cause  the  death  of 
both  fcctuses.  .AUmminuria  is  very  common,  and  tedema  of  the 
legs  and  volva  may  tiecome  extreme,  largely  from  the  pressure, 
us  the  following  case  illustrates.  The  patient,  pregnant,  (or  tA\% 
second  time,  began  to  suffer  very  muoh  Irom  ub^&\nB.  Q\.>Jafc\*^. 
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About  six  weeks  before  full  feime  albmniu  first  BKowed  itself  in 
the  urine,  but  not  to  any  extent.  She  was  kept  on  a  diuretic. ' 
but  the  swelling  rapidly  increased  and  the  urine  dimioished  to 
about  25  oz.  per  diem.  When  I  saw  her,  she  had  excessive 
oedema  of  the  legs  and  abdominal  wall.  The  uterus  was  very 
large.  I  suspected  twine,  but  could  only  palpate  one  foetus  and 
hear  one  fcntal  heart.  The  patient  was  within  four  weeks  of 
full  time.  The  diuretic  treatment  was  continued,  and  she  was 
put  upon  a  milk  diet.  Saline  pur^atires  were  also  freely  ad- 
ministered. The  albumin  was  alx)Ut  one-tenth,  and  there  were 
no  tube  oasts.  The  lyine  quickly  increased  in  amount  miiil  by 
the  sixth  day  she  was  passing  more  than  65  oz.  The  swelling 
of  the  legs  and  abdomen  did  not  decrease,  and  the  labia  beji^n 
to  swell,  so  I  determined  to  bring  on  labour.  This  was  easily 
accomplished,  as  the  os  admitted  the  largest  Barnes*  bag. 
When  the  h^n  was  expelled  I  raptured  the  membranes,  and  u 
couple  of  hours  later  delivered  a  large  child  by  forceps.  A 
second  much  smaller  child  was  found  tying  in  the  back  of  the 
uterus,  which  accounted  for  its  not  having  been  felt  by  palpa- 
tion. It  was  transverse,  so  I  turned  and  delivered  it  also  alive. 
There  was  a  single  placenta  with  separate  amniotic  sacs.  The 
twins,  males,  had  l>een  uniovulai'.  By  the  fourth  day  after 
delivery  the  ccdema  bad  completely  disappeared. 

Ihagftmis. — In  most  oases,  the  diagnosis  of  twins  is  only 
made  after  the  first  child  has  been  bom.  If  the  placenta  of  the 
first  one  comes  away  in  the  usual  time,  the  second  child  may  be 
left  in  utero,  to  be  expelled  n  few  hours  or  days  later.  1  have 
known  this  to  occur  twice  in  the  hands  of  midwives,  but  such  a 
mistnke  should  never  be  msde  by  a  competent  person.  On 
inspecting  the  al^omen  in  twins  cases,  the  uturine  tumour  will 
be  found  to  \\e  larger  and  broader  than  usual,  and  sometimes  a 
groove  can  be  noticed.  By  palpation  you  may  be  able  to  make 
out  two  heads,  and  more  limbs  than  in  an  ordinary  case. 
two  f(£tal  hearts  can  be  made  out,  with  separate  points  of  mi 


COMPLEX  OR  COS/PLICATED  l.AliOL'RS. 


343 


mum  intensity,  and  a  difference  in  ratet),  you  may  \*e  absolnlely 
Riuf  of  the  dia>{nosis.  If,  however,  ont:  child  lies  directly 
behind  the  other,  und  there  is  a  cousiderabk  amount  of  liquor 
amnii.  you  will  not  \w  uhle  to  ])Blpate  the  jK^nierior  child,  nor 
can  you  hear  its  foetal  heart. 

Preseufaliim. — In  nearly  half  the  c&ses  both  heads  present, 
and  in  al>out  a  third  a  head  and  a  hreeoh,  thon  come  both 
breeches,  head  and  tranBverse,  breeuh  and  transverse,  uml 
least  frequently  both  transverse. 

Triplets  are  exceedingly  rare,  perhaps  once  in  10.000  cases, 
while  quadruplets  are  much  rarer.  Quintuplets  have  lieen 
recorded,  but  there  are  no  authentic  caees  of  more  than  five. 
Triplets  may  arise  from  separate  ova,  or  from  two  cva,  two 
from  Due  and  the  other  single.  The  membranes  and  ptacentifi 
will  be  an-angeil  according  to  the  ova. 

Premature  labour  Is  almost  sure  to  occur. 

Profuoain. — The  risk  to  the  mother  is  considerably  greater 
than  in  single  pregnancies.  During  pregnancy  there  Ja  a 
Igreator  strain  thrown  upon  the  kidneys,  so  albuminuria  is  apt 
to  occur.  Premature  labour  is  frequent.  During  labour  there 
is  risk  from  delay  in  the  firgi  stage,  due  to  the  ovcrdistention, 
and  tu  the  third  stage  there  is  inucli  greater  risk,  from  post- 
partum ha>nioiTbage.  This  arises  from  the  large  placental  site, 
land  als<}  from  inertia  uteri,  fnllow-jng  on  the  overdistention  and 
prolonged  first  stage.  Artificial  deliver^'  in  the  interests  of  the 
children  may  also  add  to  the  risk.  The  prognosis  for  the 
children  is  not  nearly  so  good  as  in  single  birLhs.  If  there  is 
much  delay  between  the  births,  the  rmk  to  the  second  child  is 
(materially  increased,  therefore  one  should  take  stops  to  deliver 
the  second  child,  it  uterine  effort  does  not  expel  it  within  an 
hour. 

Trmihnent. — If  the  uterus  Is  much  overdisteuded,  it  may  be 
itiecessary  to  rupture  the  membranes  early.  If  two  liags  were 
ptiesenting,  and  one  contained  a  head  aud  iWft  ovVvfct  mi.  Vvtviw^x, 


the  one  oontaining  the  head  should  always  lie  ruptured  first,  to 
allow  the  head  to  descend  and  prevent  toclnng.  The  first  sta^e 
IH  Uable  to  (k^  prulonued  from  the  overdiBtention.  Unless  there 
is  some  obsiructioti,  the  second  eta^,  as  a  rule,  will  l)e  short, 
us  the  cliildrou  will  be  small.  When  the  first  child  is  horn,  the 
cord  must  lie  tied  in  two  phioes,  so  as  to  prevent  hsemoiThafre 
from  the  end  next  the  mother.  There  may  lie  a  single  placcniA, 
and,  in  that  casu,  if  the  cord  is  not  tied,  the  second  child  will 
quickly  bleed  to  deatli.  The  uterus  usually  remains  quiescnnt, 
for  half  an  hour  or  so,  before  oontractions  sot  in  ai^in.  If  the 
second  child  pi-esents,  either  by  t}ie  head  or  hiieech,  rupture  the 
membranes  if  necessary,  and  then  wait  for  half  an  hour,  gently 
kneading  the  uterus  to  stimulate  it.  If  the  second  child  ta 
transverae,  do  not  wuit,  but  turn  it  at  onoe.  If  there  are  no 
indications  of  uterine  action  in  about  half  an  hoar,  take  steps  to 
deliver  the  second  child  by  forceps  or  turning.  As  the  second 
child  in  l)eiug  expelled,  the  uterus  must  l>e  carefully  followed 
down  with  the  hand,  and.  after  the  placenta  is  expelled,  active 
compression  must  \)e  kept  up  for  a  considerable  time,  to  guard 
against  post-partum  buomorrhage.  Ergot  should  he  given.  In 
every  case  you  must  be  prepared  to  deal  with  post-partiiin 
hffimorrhage,  so  a  hot  douche  and  ergotin  should  be  ready  for 
use :  but  the  great  thing  is  )x3  prevent  it«  occurrence  by  keeping 
the  uterus  compressed.  There  may  only  be  one  large  placenta, 
or  two  smaller  ones.  If  they  are  separate,  the  placenta  of  the 
first  child  may  come  away  before  the  second  child,  hut,  as  a 
rule,  both  pluoontoi  are  retained  until  the  second  child  is  l>orn. 
Rarely  l^oth  placentffi  are  expelled  liefore  the  second  child. 

Malprt'smtatimu  are  common  with  twins.  One  or  both  may 
show  this.  They  must  be  dealt  with  as  with  single  births,  only 
care  must  tw  taken  not  to  cause  locking ;  for  instance,  if  yon 
should  meet  with  a  head  and  a  transverse  case,  the  head 
presentation  should,  if  possible,  be  dealt  with  first,  (or.  if  you 
turn  the  tmnsverae  one,  the  heads  may  very  readily  lieoome 
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locked.  The  malpreseniation  is  most  fi-e()Uont  in  the  second 
child,  and  as  the  parts  are  well  dilated  It  can  easily  he  dealt 
with.     It  should  lie  dealt  with  at  once. 

Locked  Twins. — ThU  may  occur  in  sevemt  wa,ys,  either 
with  l)Obh  heads  presenting,  u  breech  and  a  head,  a  hfeecli  and 
n  tratmveme,  or  u  head  anit  a  transverse.  With  iHith  hi>ads 
prsfienting,  it  Rrisen  when  one  head  enters  the  brim  and  the 
other  follows  alontj;  with  the  chest.  I(  ther<.*  is  not  i*ooiu  for 
the  head  of  the  second  child,  and  the  chest  nf  the  tirst.  to  pass,  . 
they  beoome  jammed,  U  the  children  are  small  they  may 
he  delivered  by  natural  otfort.s.  hut,  as  a  rule,  aaaistance  will  be 
required.  The  liral  child  niny  be  delivered  by  forceps,  hut 
considerable  force  will  he  required.  Ti-y  to  push  the  head  of 
the  second  child  out  of  the  way,  U^fore  making  traction.  If 
you  cannot  effect  delivery  in  this  way,  one  of  the  children  nuiat 
be  sacrificed,  and  jvs  the  first  one  will  proltttlily  have  sutTered 
from  the  traction,  the  second  one  would  he  the  more  likely  to 
survive,  therefore  break  up  the  head  of  the  first  and  remove  it 
entirely,  if  possible,  and  deliver  the  second  one  by  forceps. 

Breech  and  Head. — When  the  breech  of  the  first  child  is 
born,  the  two  he-iwlB  attempt  to  oome  throu^li  the  pelvis  toj(Cther 
and  thus  lock.  They  may  lock  chin  to  chin,  uhin  in  the  nape 
of  the  neck,  ocuipttt  in  the  nape  of  the  neck,  or  lif>a<l  a^inst 
the  side  of  the  neck.  If  tlie  children  are  small  they  may  come 
throujjh  locked,  as  in  thw  following  case.  .'\  ii.-jKin*.  let.  twenty- 
one,  at  the  seventh  month  expelled  a  i^tmall  body,  lint  the  head 
stuck.  When  I  was  called  to  her  the  body  was  lK>ni,  but  the 
arms  were  not  down.  1  freed  them  easily  as  they  were  only 
caught  at  the  vulva  and  a  strong  |>atn  immediately  expelled  the 
two  heads,  locked  chin  to  chin.  The  children  were  lioth  alive, 
hut  too  premature  to  survive. 

If  the  case  is  seen  before  the  metnbiunes  have  i'uptnre<]^ 
the  bag  containing  the  head  should  be  ruptured,  to  allow  thft 
head  to  descend  first  and  prevent  lockiuv:,.     W  VVvci  VoOiuxiii.XvW' 
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ooonrred  and  the  uterine  coatraotions  are  not  very  Btroag,  yon 
may  be  able  to  unlock  theiu  by  pusbin^  up  the  partly  bom 
child,  and  then  pushing  the  head  of  the  second  out  of  the  way. 
If  you  cannot  do  that,  decapitate  the  first  child,  and  push  its 
head  back,  aud  apply  forceps  tu  the  second  and  deliver  it.  The 
severed  head  must  then  be  delivered  by  foroepa,  oephalotribe 
or  crotchet.  The  tirst  child  will  probably  be  dead,  and  at  all 
events  it  cannnt  be  saved,  so  one  need  have  no  compunction  ia 
decapitating. 

Breech  and  Transverse. — K  seen  early,  tui-n  the  iransverae 
child,  Mnd  tbuK  prevent  ttnpaction.  If  impaction  hafi  oecurreti, 
presB  anide  the  tmnsvei'se  child,  so  an  to  unlock  the  head,  uod 
then  deliver  tlie  first  by  traction  and  turu  the  second,  [f  you 
ounnot  do  this,  decapitate  the  first,  and  turn  the  second,  and  deal 
with  the  severed  head  afterv^'ards. 

Head  and  Transverse. — Push  the  transverse  one  out  of 
the  way  aud  deliver  the  Krst  by  forceps.  Then  turu  the  second. 
In  dealing  with  a  case  of  this  kind,  tiefore  impaction,  it  will 
manifestly  not  do  to  turn  the  transverse  one  and  attempt  to 
deliver  it  lirst,  as  the  heads  may  easily  lock.  It  would  be 
<|uite  easy,  however,  to  push  the  transverse  one  out  of  the  way. 
and  a])ply  forceps  tf)  the  head  of  the  other. 

In  doiDK  ^'eraiou  on  the  first  child,  in  twin  cases,  one  muat 
ulwavK  bear  in  mind  the  possibility  of  the  after-ooming  heed 
bein^  locked. 
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LOMPLKX  Oil  COMPLICATED  LABOCHS  (Cimtinited). 

Molernnl  Ckimplicntionii— C'ardifto  Disetfie — Uumgemeiit  of  labour— 
Cams — Aortic  Stencwii* — Aortic  Stenosis  wltli  Mitral  Stonow^  and 
I acompetflnce — Mitral  Stoduhh — Mitral  ShUHMiA  and  Ini-'oinpeti'iine' — 
Mtlral  and  Tric-twpif!  Inrmupeteiip**. 

Maternal  Couplicationh. 

Cardiac  Disease.  —Cardiac  disease  ha.s  ali-eady  lioen  deuJt 

with  in  refei-enco  to  pi-eguaucy.     It  ie  a  aeriouB  complication 

dtiriag   pret^ancy,  hut    the   acme  of   risk    is    reached  during 

lubour.     While    pret;TiaDcy  throws  a  coDtijiuous  stmin   u]x>ii 

the  heart,  thia  in  markedly  increaned  during  lalmir,  so  that 

a  heart  whiuh  has  just  been  able  to  cany  on  its  work  and  no 

more,  may  very  easily  l)e  overpowered   hy  the  extm  strain  of 

labour.      While  there  in  risk  of  faiUire  of  the  heaii.  during  the 

tactual  stress  of  labour,  there  tu  also  oonHiderable  risk  of  its  liein^^ 

'paralysed,  immediately  after  the  birth  of  the  child.     This  is 

BpeciaUy  seen,  in  cases  where  the  right  side  of  the  heart  is 

very  much  dilated,  as  with  mitral  stenosis.     When  the  second 

atage  of  labour  is  over,  the  retraction  of  the  uterus  cultj  out  of 

Fits  circulation  the  greater  part  of  the  uteriue  blood,  and  thitt 

is  relumed  to  the  heart,  unless  a  considerable  amoiuit  of  btoud 

I  is  lost  post  partuni.     The  result  is  overd  latent  ion  of  the  right 

'side  of  the  heart  and  paralysis  of  the  organ  Ifig.  25).     If  this 

explanation  which  Berry  Hart  so  strongly  insists  on  is  the 

true  one,  mauifustlv  post-parlum  bleed'm^^  ft\\ow\&.  Vte  tttt,»i«orwj^. 
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in  all  cases  where  the  right  side  of  the  heart  is  dilated.  I  j 
thoroughly  aKroe  wit)i  Hart  in  this  matter,  and  iiave  alwaya  ) 
pursued  this  method  in  dealing'  with  such  cases.  To  thta  I 
a»cnlM>  my  success.  Hart  urj^es  that  if  cardiac  einltaiTassmenl 
comes  on,  and  there  is  no  post-partum  hirmorrhajje,  one  should 
not  hesitate  to  open  a  vein  in  the  arm.  J  have  never  hod  to 
do  this,  iHit  would  Iw  [jrepared  to  do  ib  in  a  suitahle  oase. 


m 


titght  itt*rirlr 


-Ijffi  vtattitif 


Hufht  rfHtfifif 


Fin.  25. — Portion  of  liaart  witli  niitral  stpnoeiH  tn  a  raw  of  Hadtten  deat^i 
At  end  r>f  laliour  (U(ut|. 

Proifnosh. — The  late  Angus  Maodonald  and  other  writers 
give  a  very  gloomy  profrnoais.  For  my  part,  I  fuiinot  agree 
with  them.  It  is  certainly  a  dangerous  condition,  hut  if  com- 
pensation is  good,  and  if  proper  treatment  is  adopted,  the  {xitient 
should  in  the  majority  of  cases  l>e  earned  through.  Pure 
mitml  stenosis  is  said  to  t»e  the  musi  dmiUy  of  all,  but  ihis 
ha:*  not  been  tay  expoiienco.     t  should  Imvu  luore  feaPi  of  a 
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double  aortic  cabc.  Aortic  inoompotonco  oomes  next  to  mitrcbl 
Htenosm.  Mitml  inconipetvuoe  is  not  very  serious,  unless  it 
is  very  marked.  I  have  seen  a  number  of  cases  of  biirly 
marked  mitral  inootnpotonoe  where  the  patients  passed  throu^^h 
several  laljours  without  any  inoonvenience.  We  nol  infre- 
quently discover  cases  of  this  kind  in  the  wards,  after  labour 
is  over,  where  there  has  been  no  indications  of  anything  having 
been  wrong  dunng  the  lah^iur.  Two  lesinuK  oomhined,  suoh 
as  aortio  and  miiral,  or  mitral  and  tricuspid,  are  mora  serious 
than  a  single  one.  Bepeatud  pregnancieti  are  Ijound  to  tell 
on  the  heart  in  the  long  run,  and  patients  should  )>e  warned 
of  this. 

Management  of  Labour. — At  the  comnienoemenl  of  labour 
the  patient  should  be  given  a  large  dose  of  digitalis  or  e^trophan- 
thus.  The  Hrst  sta^e  should  be  allowed  to  run  its  course 
natumliy,  provided  it  is  not  too  pnilonged,  uud  bliai  no  curdtac 
emtjarrassment  begins  to  manifest  itself  by  cyanosis  and  diAi- 
oulty  of  bi-eaLhing.  If  the  |iatient  is  Ix'-coming  exlmusttid,  or 
the  heart  embarrassed,  artificial  dilatation  and  iuuneduiU)  delivery 
should  be  resorted  to.  There  is  no  risk  in  giving  chloroform, 
Imt  in  some  chssh  ether  \n  preferablp.  Wlien  the  os  is  one*) 
fully  dilated,  artificial  delivery  should  Imj  done.  As  soon  as  a 
patient  [xuses  into  the  second  stage  uf  labour  and  begins  to 
bear  down,  the  strain  upon  the  heart  iu  enormously  increased, 
tbcmfore  the  second  stage  tthoiild  l)c  doni-  a\v»y  with,  or  cut  as 
short  as  possible.  This  can  easily  Iw  done  l»y  applying  foroejM 
or  turning.  During  the  third  stage  the  uteius  should  lie  allowed 
to  relax,  and  lileeding  should  be  encouraged.  Ergot  is  theru- 
fore  contra-indicated.  If  the  patient  sliould  show  marked 
cardiac  embarrusBmeut.  and  vet^  little  blood  be  lost  |x)st 
partuin,  a  vein  in  the  anu  should  Iw  npened,  and  enough  blood 
atlowod  Uj  (low  to  reUeve  the  eugoigument.  If  there  is  much 
collapse,  strj'chnine  and  digitalin  should  be  given  &oely 
bypudermically.     Dui'iug    the    puei'pttrium   v\wi   <aAx\\wi  >«w«i 
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should  he  oontinued,  and  the  patieal  should  not  l>e  allowed 
to  suckle  her  uhild,  nor  only  l>Gcaiiso  she  \\'ill  be  we»k,  but  a!so 
because  lactation  has  &  h«ul  effect  upon  a,  damaged  heart. 

Cases. — ^Several  cases  have  iilready  (wen  given  fully  in 
treating  of  cai'diac  disease  in  pregnancy,  which  utw. 

Case  /.  Aortic  SUfiosU — Labottr  at  FvU  Time. — J.  C,  At. 
twenty-»ix,  ii.-para,  admitted  30th  Becemhor,  1901,  deliTerecl 
8th  January.  190^. 

This  patient  was  not  in  labour  when  admitted,  but  on  ac- 
count of  cough,  extreme  breathless neBS,  and  Kreat  cedeina  of 
the  loKS,  it  was  deemed  adx-isablo  to  keep  her  under  observation 
in  hospital. 

Previous  history  :  She  had  had  scarlet  fever  at  seven  years 
of  age,  from  which  she  had  made  a  good  recovery,  but,  for  the 
past  eight  years,  she  had  iMsen  much  trotibbd  with  rheumatic 
pains  in  her  joiDts.  Thi'ce  mouths  ago  the  oough  and  breath- 
lessneSB  had  set  in,  and  the  bi'eathing  had  l>ecome  exceedingly 
embarrassed  on  exertion.  She  hod  had  no  difficulty  during 
her  former  pregnancy. 

Cardiac  condition  on  admmsiou  :  The  pulse  was  HO,  and  of 
fair  tension.  The  apex-beat  was  half  an  inch  outside  the 
vertical  nipple-line.  The  right  border  waii  normal  in  position. 
Auscultation  revealed  a  harab  systolic  murmur,  heard  with 
maximum  intensity  over  the  aortic  area,  and  conducted  iuto 
the  vessels  of  the  neck.  A  very  slight  thrlU  could  Im  oocasion- 
ally  detected  over  the  aortic  ai^ea. 

The  swelling  of  the  logs  and  ankles  was  extreme,  and  there 
was  a  very  marked  degree  of  capillary  varicosity  of  the  veins. 

The  urine  was  pale  straw  colour,  with  a  slight  deposit  of 
urates,  hut  no  albumin. 

She  wa»  kept  at  alieolute  rest,  and  giveu  an  expectorant  au^ 
cardiac  tonic. 

Labour  set  in  on  the  night  of  8th  January,  and,  allhougB 
strict  wjuniiliotiB  had  l)een  t^iveu,  that  the  resident  was  to  be 
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advised  of  the  fact,  no  intimation  was  ^ivcn  him  until  the  second 
stage  hnd  hkste<i  three  hourB,  uiu)  no  progress  was  l>eing  made. 
He  fotind  the  patient  was  oompletely  exhausted,  with  an 
irregular  pulse  of  120.  The  pains  were  very  feeble.  Ad 
inhalation  of  amyl  nitrate  was  ^i^'en.  in^  *  hypodeiTnio  in- 
jection of  strychnine  jin  gi".  and  digitalin  -V  gr.  Delivery 
was  etTeoted  by  forceps  under  ohlnroform.  Pi*ee  hleeding  was 
allowed  to  take  plsee  post-partnm,  and  then  the  nierus  was 
firmly  rublx»d  till  it  Ijecame  well  retracted. 
The  patient  made  a  good  reoovery. 

Case  SI.  Aortic  Stenosis  tvilh  Mitrai  Stenosis  aud  ItKoni- 
pctence — Labour  at  Full  Time. — Mre.  A.,  ffit.  twenty-five, 
iii.-para,  admitted  Idlh  December,  L901,  delivered  2nd  January, 
1902. 

This  pa&ient  woa  admitted  to  hospital  suffering  froui  cough, 
hreatblesgnesa,  and  palpitation,  dating  from  the  quickening,  but 
[gravaled  duiiug  the  fortnight  prior  to  admiasioQ.     She  had 
also  been  very  hoarse  for  three  wt^eks. 

Past  history  :  She  had  never  hail  scarlet  fever,  or  rheumatic 
fever,  nor  had  she  ever  manifested  any  symptoms  of  subacute 
rheumatism.  During  her  first  pi^gnancy  she  had  been  perfectly 
well,  but  had  sulfered  slightly  from  brealhlessness  dui-mg  the 
latter  third  of  her  second.  There  was  no  indication  of 
syphilis. 

Inspection  of  the  caixlinc  area  revealed  diffuse  pulsation  in 
^  the  fourth  and  fifth  luterspaues,  while  marked  pulsation  cuuld 
^^Abe  detected  in  the  suprasternal  notch  and  in  the  veins  of  the 
^^■neck. 

I  Palliation  revealed  marked  pulsation  in  the  second,    third, 

I       fourth,   and  fifth  interspaces,   accompanied  by  a  well-defined 
I       thrill  of  11  rough,  grating  character,  and  preceding  the  apical 

■  impulse. 

I  On  percussion,  the  transverse  area  of  cardiac  duluess  was 

■  fotind  io  measure  4j  in.,  uud  this  sv&a  uonXmw^  nt^^^uc^^^vgA 


I       hre 
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towards  che  middle  and  left  of  the  manabrium  sterni,  by  &] 
narrow  neck  U  in.  broad. 

AuHCultalion  over  the  mitral  mtui  gave  a  rough,  nirnhlin^ 
murmur,  limited  in  distrihLition,  And  ninning  up  to  the  first 
sound,  whioh  wan  obtiCui%<l  by  a  soft  blowing  systolic  murniur, 
Following  upon  the  teiTxiination  of  the  presystolic  one.  The  H 
systoUu  inurinur  was  well  oonduotod  into  the  left  axillan' 
region.  Over  the  aortic  area  and  inidsternum  a  aoiuewhat 
hareh  syatoUo  murmur  was  heard  ;  it  was  conducted  into  the 
veflfwU  of  thn  nock. 

Tbe  iLphunic  uonditioii,  lUMooiaUxl  with  the  pulsation  in  the 
suprasternal  notch,  and  the  area  of  percussion  dulness  over 
the  upper  and  lefl  l>order  of  the  steroum.  ted  [«  a  suspicion  of 
aueurittm  ;  but  uUhough  a  systolic  muriiiiir  oould  bo  heard 
over  the  trachea,  there  was  no  evidence  of  pupillary  inequality, 
inequality  of  radial  pulses,  dysphagia,  or  trachea)  tug^^in^. 
LaryuKOHcopic  examination  Altowed  a  !>omewhat  anaemic  con- 
dition of  the  luniTis,  an<)  u  tumefaction  of  the  vocal  cords  and 
of  the  ai'y-epiglottic  folds.  Movements  of  adduction  and  abduo- 
tion  of  the  vocal  cords,  though  a  litttc  Uirdy,  were  quite  fi'ce. 

LunK)* :  Brouchitio  rales  wei'e  heard  in  the  left.  The  pulse 
was  IK),  and  sU^^htly  irregular.  The  urine  contained  Oh  per 
cent,  albumin  and  triple  phospbales. 

The  patient  was  kept  in  bud  on  milk  diet  and  imperial  drink, 
and  Kiven  a  mixture  containing  strophanthus.  acetate  and  citrate 
of  potash.  She  was  also  ){iven  an  inhaLitiuu  of  mentliol  and 
tr.  Iienxoiui  cu.  Her  condition  quickly  improved.  The  pulse 
))ecnme  regular,  and  the  heart's  action  quietened,  whiiu  thu 
iiongh  and  aphonia  lessened.  Bvery  nif;ht  she  complained  of 
paiuii  in  the  lumbar  roffion,  which  seemed  tu  lie  false  lat>our 
pains. 

On  "Md  .fauuary  labour  set  iu  with  strong  painH.  The  first 
Mlige  only  tasted  on  hour  and  a  quarter,  and  the  second  only 
Bi^teon  minutes.      No  instru mental   iriterfurutioe  was  adopted. 
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&fl  there  was  no  oardiao  embarrassment.  A  fair  amonnt  of 
bleeriing  was  allowed  Id  the  third  stage.  She  made  a  good 
recoverj'. 

Oaat  III.  Mitral  S/t'ticJsw— L<ifroHr  al  Full  Time. — Mrs. 
W.,  let.  twenty-nine,  i.-para.  Admitted  19th  Decemtwr, 
1901  ;  delivered  19th  December,  full  time.  This  patient  on 
admissioQ  felt  very  well,  and  suffered  no  disuomfort.  Lividity 
of  the  ears,  lips,  cheeks,  and  tip  of  the  nose  led  to  the  suspicion 
of  a  mitral  lesion,  and  auscultation  revealed  a  well-marked 
presystoUc  murmur  iu  the  mitral  area.  The  thrill  could  be 
distinctly  felt. 

As  the  second  stage  was  prolonged,  chlorofoi-m  was  ad- 
ministered and  forceps  applied.  Free  bleeding  was  allowed 
to  take  place.     She  made  an  uninterrupted  recovery. 

In  this  ease  there  must  have  been  well-marked  compensa- 
tion, as  she  had  not  suffered  any  inconrenienoe  during  the 
pregnancy.  During  the  labour  there  was  nothing  to  show  that 
ttie  heart  was  alToctcd.  I  think  it  was  probably  a  case  of 
congenital  stenosis.  I  know  of  a  case  of  mitral  stenosis,  which 
1  believe  to  be  congenital,  where  two  labours  have  been  passed 
through  without  the  least  diHioulty. 

Case  IV.  Mitral  Stetiosis  and  Iwcnnpetcnce — Labour  at 
Full  Time. — Mrs.  B.,  let.  twenty-seven,  ii.-para,  full  Lime, 
admitted  to  the  hospital  17th  December.  1901  ;  delivered  18th 
December.  On  admission  the  patient  was  very  pallid,  and 
presented  considerable  oedema  of  the  legs  and  ^nilva.  For  a 
month  prior  to  admission  she  had  suffered  from  headache, 
vertigo,  sickness,  and  transient  amaurosis.  The  symptoms, 
-coupletl  with  the  ccdema  of  the  legs  and  genitalia,  led  to  the 
examination  of  the  urine,  which  was  found  to  be  of  a  pale 
straw  colour,  but  without  a  trace  of  albumin. 

On  eKarainintj  the  heart,  a  pronounced  presystolic  thrill  coold 
ho  felt,  and  a  well-marked  presystolic  and  a  systolic  murmut 
heard  over  Ihe  mitral  area. 
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The  OS  was  eafiiciently  dilated  to  admit  two  finger-tipft.  bus 
the  pains,  although  reooiring  frequently  and  strooj^ly,  were 
DOt  baring  much  effect  on  the  cenix.  As  the  pationt  had  a 
very  penduloofl  abdomen,  a  firm  binder  was  appUed.  This 
did  not  cause  any  cardiac  discomfort. 

A  hypodermic  injection  of  digitaUn  and  sir\chuiue  was  ^iven 
on  admission,  and  digitalis  and  strophanthus  hy  the  rnouth. 
every  two  botirs  afterwards.  The  pains  became  feeble  and  at 
long  intervals,  ho  10  gr.  of  qoijiine  were  given  to  atimulate 
the  uterus.  Two  hours  later  the  pains  became  etronger,  the 
OS  dilated  very  slowly,  and  as  the  patient  was  beoominjc 
worn  out,  a  mixture  of  chloroform  and  ether  (*2  to  1)  was  ad- 
ministered ;  the  remainder  of  the  dilatation  5uished  manually. 
and  delivery  was  effected  by  forceps.  There  was  very  little 
bleeding.  The  patient  was  very  weak  after  delivery,  but 
there  was  no  cardiac  embarrassment. 

The  cardiac  tonic  was  continued  throughout  the  puerperiam, 
and  the  patient  was  not  allowed  to  nurse.  She  left  the 
bosjntal  feeling  very  well. 

Cote  V,  Mitral  Stenosis  and  Incompetence — AibumtHuria — 
Ijobour  at  Full  Time. — Mrs.  W.,  ict.  twenty-four,  i.-pora. 
Admitted  33ni  December.  1901 ;  delivered  ^Tth  Deceinlwr.  fuU 
time.  This  patient  was  admitted  on  account  of  ccdema  of  the 
feet,  legs,  face  and  vulva.  She  had  not  suffered  from  any  dis- 
comfort,  beyond  that  due  to  the  swelling  in  the  parts.  Thm 
urine,  whioh  was  scanty  in  amount  and  high-coloured,  was 
loaded  with  albumin.  Esbaoh's  albuuunometer  gave  0*B  per 
'oenfc. 

Penmseion  of  the  area  of  oardioo  dotnesa  revealed  a  trana- 
verw  mMsnrement  of  4i  in.  A  well-marked  presystolic  thrill 
was  fait  over  the  mitral  area,  and  auscultation  ehcited  a 
preeystotio  and  a  systolic  murmur  over  that  region.  There 
WAS,  in  addition,  a  slight  whiff  after  the  sooond  soimd  in  the 
diaaiolic  period,  followed  with  an  interval  with  no   murmur, 
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and  tlieu  h  harsh  ruinbUng  Diuriiiiir  running  up  to  the  Srat 
sound.  There  was  no  evidence  of  an  aortio  leaion,  and  the 
diastolic  soft  murmur  before  mentioned  was  only  audible  over 
the  mitml  area. 

She  was  given  saline  purgatives,  imperial  drink,  digitalis, 
and  strophanthus.  The  urine  increased  in  quantity,  and  the 
allmtnin  fell  on  the  third  day  to  0*5  per  cent.   (Ksbaoh). 

Labour  [}ains  set  in  four  dayu  after  admission.  The  labour 
was  terminated  under  chloroform  by  forceps.  Slight  bleeding; 
WM  aUowed  to  take  place.  There  was  no  cardiac  embanuss- 
tnent.  Bhe  ratule  an  uninten'ujjted  recovery.  The  allmtnin 
had  completely  disappeared  from  her  urine. 

Cage  VI.  Mitral  and  Tricuspid  Incompetence — Labour  at 
FtUl  Time.. — .T.  F..  mt.  twenty-six,  ii.-pam,  was  lulniitied  to  the 
Glasgow  Maternity  Hospital  on  6tb  February,  1901,  in  lalwur. 
Previous  history  :  The  patient  hod  been  in  feeble  health  for 
some  time  past.  She  had  bad  a  bad  attack  of  chorea  iu  child- 
hood, recurring  attacks  of  rheuuiatism,  and  an  attack  of  scarlet 
fever.  She  had  suffered  for  many  years  from  a  weak  heart. 
Her  doctor  had  told  her  "  ik  was  only  a  matter  of  time  with 
her  ".  She  hoil  had  a  severe  cough  for  a  long  time.  Her 
previous  labour  ha<:1  not  apparently  caused  her  much  trouble. 

State  on  admission  :  The  os  was  nearly  three*quarters  dilated. 
The  lega  were  tedematous.  The  breathing  was  rapid  and 
lal>oriou8,  and  numerous  rales  were  heard  over  the  chest.  At 
the  apex  of  the  heart  a  loud,  blowing,  systolic  murmur  was 
^^B  heard.  The  heart  was  beating  forcibly  and  rapidly. 
^^H  Two  hours  after  admission  the  membranes  ruptured.  The 
I  breathlessnesu  became  greatly  aggravated.  Forceps  were  ap- 
I  plied  and  a  live  child  easily  delivered.  Chloroform  was  not 
I  given.  She  was  freely  stimulated  with  whisky  and  hypodermic 
I  injections  of  strychnine  and  digitalin.  Her  breathlessness 
I  and  distress  rapidly  increased,  and  she  died  five  houra  after 
I       delivery. 
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The  post-moiiem  examination  ^^'as  performed  by  Dr.  Oor- 
staira  Douglas.  The  pericardium  contained  a  few  ouaooB  of 
fluid,  aud  each  plemul  cavity  also  contained  about  12  02.  of 
the  same. 

Thu  hofirt  wa«  large  and  Komewhai  fatty.  The  loft  aoriola 
waft  dilated  and  contained  n  firm,  atlherent,  ani.e-inortem  olo( 
the  %\Z6  of  a  Ijantam's  eg^.  The  left  ventricle  was  hyper* 
trophied,  and  the  mitral  valve  incompetent,  vtith  distinct  fl 
sclerosis  of  the  cusps.  A  slender  ante-mortem  oloi  exteoded 
into  the  aorta.  The  aortio  valves  were  healthy.  The  right 
ventricle  was  a  little  dilated,  and  it  and  the  right  auricle 
ooatained  ante-mortem  clote.  The  tricuspid  valve-ring  was 
dilated. 

The  lungs  showed  marited  cedema.  and  the  left  one  soma 
brown  induiution.     The  liver  was  nutmeg. 

Tliis  WHS  the  only  falAl  case  in  the  series.     As  I  wn8 
present,  I  cannot  uay  whether  or  not  there  was  any  post-partom 
bleeding.    At  the  post-mortem  examination  the  heart,  although  H 
somewhat  dilated,  was  not  distended  with  fluid  blood,  but  con- 
tained uDt{}-inortem  clots.     In  examining  the  heart  in   fatal 
puerpeml  cases,  I  have  been  struck  with  the  frequency  wi 
which  one  meets  with  ante-mortem  clots.     They  ore  nearly* 
alwavs  found,  no  matter  what  has  been  the  causa  of  death. 


CHAPTER  XXIX. 

COMPLEX  OH  COMPLICATED  LABOURS  {CoHlinufd]. 

Maternal  Com pHoationa-- Eclampsia — Premonitory  Signs  and  Symp- 
toms — The  Seinure — Frequency — Diagnosis— Prognonia — Trcatmeiil 
•Cases. 


Maternal  Compmoationb. 

Eclampsia  as  a  Complication  of  Pregnancy,  Parturition 
and  the  Pucrperium. — Eclampsia,  or  con\'ul8ion8.  affecting 
women  during  pregnancy,  parturition,  or  the  puei-perium  is 
usually  spoken  of  b»  puerperal  eclampsia.  It  will  l)e  more 
oouveoient  to  (IIhcush  the  whole  subject  in  one  Bectioii  than 
to  rake  it  up  under  the  three  different  heAdings  of  pregnnney, 
parturition  and  the  puerperium. 

From  the  very  earlieet  dayn  of  medicine,  the  condition  ban 
been  recognised,  and  innumerable  treatises  hiwo  been  written 
on  it.  Yet  we  have  still  much  to  learn,  especially  as  to  the 
causation  of  the  fits.  The  newer  methods  of  treatment  enable 
us  to  deal  much  more  satisfactorily  with  the  cases  thau  our 
predecessors  could  do,  but  until  we  gain  a  clear  conception  of 
what  the  poison  ia,  and  how  it  acts,  our  treatment  must  be 
empirical,  and,  to  a  large  extent,  unsatisfactory. 

Many  theories  have  been  Mlvanceti.  but  none  of  them  are 
satisfactoiy.     1  do  uot  intend  discussing  them,  neither  do  I 
purpose  attempting  to  add  a  new  one.     I  Rhall  merely  indicatej 
what  I  coosidor  to  be  the  extent  of  oiu*  present  knowledge  ol| 
the  condition. 

Pregnancy  is  a  phvaiolugical  coud\l\on,  \m\.  \N.  N^jAkx*  ^xv" 
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geroualy  upon  the  pathological.  A  new  element  is  impor 
into  the  woman's  economy.  The  rapidly  growing  uterus,  and  ii 
contents,  hji.ve  to  l>e  supplied  with  nouriahment.  an<l  tho  noxiou^ 
subBtancos,  arising  from  the  mpid  tissue  nietnbolisni  which  is 
going  on,  have  to  be  got  rid  of.  The  excretory  organs  of  the 
woman  have  thus  to  do  double  work.  i.f..  they  have  to  puri^fl 
the  inother'B  system  of  her  own  noxious  subfltances,  and  also  o^ 
those  arising  from  the  uterine  contents.  What  the  prodaots  of 
tissue  metabolism  are,  which  are  formed  in  the  uterus,  we  do  not 
know,  but,  judging  from  the  rapid  growth  and  development  which 
are  taking  place,  there  must,  be  a  large  amount  of  them.  In  the 
great  majority  of  oaBSs,  the  excretory  organs  are  equal  to  tl 
task  and  no  harm  arises,  but,  if  any  of  them  should  fail,  t! 
system  will  quickly  Income  poisoned,  and,  if  the  poisoni 
becomes  excessive,  coni'ulsions  will  result.  The  kidneys 
(he  organs  to  which  most  attention  has  been  [nJd.  The  a: 
becomes  scanty,  and  more  or  less  loaded  witli  albtmiin.  Tl 
urea  and  uric  acid  also  diminish  in  amount.  The  "  kidney 
pregnancy  "  seems  to  me  to  result  from  the  toxic  action  of  the 
products  of  tissue  metabolisui  upon  tbe  kidney  substance.  The 
toxine  acts  very  like  tuqientine  or  cantharidine.  and  the  nrine, 
which  is  diminished  in  amount,  becomes  loaded  with  albumin 
and  sotuc^tinies  blood.  The  liver  is  afTected,  hut  whether  prior 
to  the  kidney's  or  not.  I  cannot  say,  In  some  cases  it  is  found 
in  a  condition  almost  like  an  early  stage  of  yellow  atrophy, 
while  Inemorrhagoa  under  its  capsule  or  into  its  substance  aiia 
qnite  common  (see  frontis}yiff:f).  The  rdle  played  by  the 
liver  in  the  cauaation  of  the  disease  remains  to  be  ascertained. 

The  nervous  sj'stem  of  a  pregnant  woman  is  usually  in  fl 
more  or  less  unstable  condition,  much  like  that  which  exists  i^ 
infancy.  Very  little  will  upset  it.  The  toxine,  whatever  it 
may  be,  acta  as  an  irritant  upon  the  ner\'e  c-entrea,  and  oa< 
heiuUobe,  diHlurliaiice  of  vision,  and  tiually  a  foriona  Ui 
atorui  ill  the  •ihajjc  of  goneral  convulsions. 
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An  altempt  has  tieen  made  to  prove  that  micro  organisms 
are  the  cause,  hue  jm>  far  no  baoiUu»  has  been  isolated.  To  my 
mind,  the  exciting  cause  seems  to  be  a  ohemioal  substance,  which 
is  the  result  of  tissue  iiwtalKilisai.  in  connection  with  the 
development  and  nourishing  of  the  fcetus  hi  atero.  Under 
ordinary  conditions,  this  toxic  substance  is  cleared  out  of  the 
body,  but  if  it  lie  retained,  either  from  some  fault  on  the  part 
of  the  liver,  or  kidneys,  or  of  both,  the  already  unstable  nervous 

106011*68  are  affected  by  it,  and  an  explosion  occurs.  It  is  a  well- 
known  fact  that,  if  the  exoretoi-y  organs  can  be  got  to  work 
satisfactorily,  an  eclamptic  seiziire  can  be  prevented  (see  cases 
i.  and  ii,.  pages  32  and  3-1). 

If  the  maternal  system  is  poisoned,  one  would  naturally  expect 

[the  fcBtus  would  suffer,  and  there  is  no  doubt  that  it  does.    The 

'toxine  acts  upon  the  fuitus  in  the  same  way  au  upuu  the  mother. 
The  fcBtus  is  very  often  killed,  and  it  has  been  observed  to  have 

iftotual  convulsions  in  ntero.     I  have  never  observed  this,  but  I 
ave  twioe  delivered  children  in  a  state  of  rigidity,  us  if  they 

Ihad  died  ia  a  convulsion.  If  the  child  is  born  alive,  it  may 
have  convulsions  within  a  few  days  of  birth.  I  have  seen 
sevoral  oases.  The  kidneys  of  the  foetus  are  atlectod  in  exactly 
the  same  way  as  those  of  the  mother,  and  albumin  will  be  found 
in  the  urine.  Id  several  oases  in  which  I  was  able  to  obtain 
specimena  of  the  child's  uinne,  a  considerable  amount  of  albumin 
wiis  present.  T  have  also  fomid  the  same  in  the  urine  of  two 
children,  where  the  mothers  had  had  albuminuria,  but  had  been 
saved  from  having  convulsions  by  prompt  treatment. 

It  has  l>een  asserted  that  on  the  death  of  the  fcetus  (';/  utero 
the  albumin  quickly  disappears  from  the  mother's  urine.  My 
experience  has  been  quite  opposed  to  this,  as  on  three  occasions 
I  have  delivered  macerated  foetuses,  in  cases  of  eclampsia  with 
highly  albuminous  urine.  In  one  case  the  m-iue  l>ecame  nearly 
solid  on  boiling.  In  these  cases  acetone  will  be  found  in  the 
ui'ine,  as  ii  product  of  maceration. 
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A  number  of  oases  have  been  published  where  oo  albumin 
was  found  in.  the  urine.  I  have  only  once  seen  couvnlBioas  i 
labour  without  albumin  in  the  uriue,  and,  as  that  woman  was 
subject  to  fits,  T  do  not  thtok  it  was  a  ease  of  true  Golampsia. 
In  the  very  large  number  of  oases  treated  by  me.  atlmniin  has 
always  b<ien  found  in  a  fairly  large  quantity.  When  a  multi- 
para is  soizod,  it  will  very  often  be  found  that  the  albumin 
persists  after  delivery,  showing  that  she  is  the  subject  of 
nephritis,  and,  if  she  should  die,  the  kidneys  will  be  found  to  be 
diseased.  Nephritis,  in  a  pre^nnt  woman,  is  almost  sure  to 
end  in  eclampsia,  unless  active  treatment  is  adopted,  to  keep 
the  kidneys  and  bowels  acting  freely.  It  is  rare  for  a  woman 
to  have  attacks  in  subsequent  pregnancies,  and,  if  they  occur, 
there  is  probably  some  chronic  kidney  disease  present.  I  hftve 
seen  only  one  case  of  this  kind  (see  case  xa.,  page  391). 

Premonitory  Signs  and  Symptoms. — The  patient  usually 
shows  more  or  less  oedema  of  the  feet  and  Legs,  and  the  body 
and  face  may  also  be  involved.  The  labia  may  be  very  much 
swollen.  Occasionally  there  is  no  (£dema,  even  of  the  lef^,  or 
it  is  so  slight  that  it  is  not  observed.  She  anffers  from  head- 
ache, muscsa  volitantes,  and  temporary  failure  of  vision,  which 
in  the  actual  seizure  may  ko  on  tocomph^to  blindness.  I  have 
twice  seen  patients  absolutely  blind  during  the  labour.  One  of 
them  recovered  and  the  other  died.  They  both  recovered  sight 
after  delivery,  but  the  one  who  lived  suffered  from  impairment 
of  vision  in  both  eyes.  Sickness  is  sometimes  complained  of. 
with  severe  epigastric  pain,  just  before  the  onset  of  the  convul* 
aions.  The  urine  decreases  in  amount,  and  in  some  caaos  there 
may  he  total  suppression.  To  the  naked  eye  it  may  present  no 
abnormal  appearance,  bnt  in  some  cases,  especially  immediately 
before,  or  during  the  convulsions,  it  will  bo  seen  to  be  loaded 
with  blood.  Albumin  will  be  found  present,  even  to  the  extent 
of  its  becoming  solid  on  boiling.  The  urea  and  uno  acid  will 
both   be  docEreased  in  amount.     Various  kinds  of  tube  ouit«, 
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eepeoially  epithelial  ones,  and  much  epithelial  debria,  will  be 
seen  under  the  microscope. 

In  the  majority  of  oases  premonitory  signs  and  symptoms 
are  present,  but  occaaionally  the  fits  come  on  without  any 
naming. 

The  SeUure. — The  patient  has  a  dazed,  fixed  look,  the  papils 
are  seen  to  dilate  widely,  and  twituhin^s  of  the  eyelids  begin, 
and  quickly  spread  to  the  facial  muscles,  the  muscles  of  respir- 
ation, and  all  the  other  muscles  of  the  IkxIv.  This  clonic  stage 
is  suocoedod  by  a  tonic  one,  and  then  the  fit  passes  off,  leaving 
the  patient  comatose  to  a  greater  or  less  extent.  The  tongue 
or  cheek  is  frequently  bitten,  unless  a  folded  towel,  piece  of  cork, 
or  rubber,  etc..  is  placed  between  the  teeth.  The  involvement 
of  the  respiratory  muscles  interferes  with  the  breathing,  so  the 
faoe  is  bull'used.  and  in  had  cases  almost  blai;k.  The  breathing 
will  be  very  stertorous.  Froth  comes  from  the  mouth,  tinged 
with  blood,  if  the  tongue  or  cheek  hits  been  injured.  The 
struggling  may  be  so  severe  aa  to  make  it  diHicult  to  keep  the 
patient  in  bed.  The  state  of  coma  may  pass  off  in  a  Uttle,  but, 
in  many  cases,  it  persists  until  another  fit  comes  on.  The  fits 
may  be  few  in  number,  or  there  nmy  be  upwards  of  a  hundred 
of  them.  They  may  recur  frequently,  or  at  short  or  long 
intervals.  If  they  continue  recurring,  the  coma  will  gradually 
deepen.  If  the  patient  survives,  the  coma  gtodually  passes  off 
after  the  fits  cease,  but  it  may  be  twenty-four  or  even  forty- 
eight  hours  before  the  patient  begins  to  he  conscious,  and  much 
longer  before  she  is  quite  clear  in  her  mind,  fn  mild  cases 
there  may  be  little  or  no  coma.  The  patient's  mind  is  a  com- 
plete blank,  from  the  time  of  her  seizure  until  she  regains 
consciousness.  Hhe  knows  nothing  about  the  terrible  ordeal 
thi'ough  which  she  h&s  passed. 

Frequency. — .Among  ordinary  private  cases,  it  occurs  in  about 
i  in  300  cases,  but  in  hospital  work  it  is  much  more  frequent.  lu 
the  indoor  work  of  the  Glasgow  Maternity  out  %\en.^«^  \%  isJwowx 
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1  in  50.  As  already  stated,  it  is  much  more  trequeat  in  pnzni- 
poriB,  especially  among  the  unmarried,  than  in  multiparie.  Ii 
is  most  fr6<]iient  during  Iivt>oiir,  less  i)urii)>^  pre^ancy,  and  leasl 
duriug  the  puorperium.  It  is  much  more  frequent  with  multiple 
pregnancies  than  with  single  ones,  Climatio  (Conditions  seem 
to  influenee  it,  by  interferinjr  with  the  action  of  the  skin.  In 
our  hospital  work,  we  generally  get  a  uvimber  of  cases  within  a 
short  time  of  each  other.  In  part  of  March  and  April.  1902, 
I  treated  six  cases  within  four  or  five  weeks. 

Diagnosu. — The  condition,  when  once  seen,  can  hardly  bu 
mistaken,  but  one  must  bear  in  mind  that  fits  may  arise  from 
epilepsy,  h\*8teria,  or  a  brain  lesion.  The  epileptic  fits  are 
exactly  the  same  in  appeamnce,  hut  you  will  get  a  history  of 
previous  epileptic  sei/.utes.  The  presence  of  ciUmmin  in  the 
urine  cannot  be  taken  as  indicating  eclampsia,  becauao  yoQ 
may  find  it  with  epilepsy.  I  have  seen  such  a  case,  in  which, 
as  I  ^t  a  history  of  frequent  attacks  of  epilepsy,  I  did  not  con- 
sider the  case  one  of  true  eclampsia.  With  hysterical  fits 
you  \^lt  have  the  usual  manifestations  of  hysteria,  which  are 
never  present  iu  true  eclampsia. 

In  brain  lesions,  you  must  be  guided  by  the  history,  the 
paralysis,  the  eye  conditions,  etc.  (see  case  i,,  page  72). 

PnxftifMis. — The  condition  is  nndoubtedly  an  exceedingly 
serious  one.  The  death  rate  given  by  different  authors  varies 
very  much.  It  is  very  difiicult  to  give  anything  like  an 
accurate  estimate,  because  one's  statistics  must  be  taken  front 
hospital  records  to  get  auythiug  like  a  reliable  immber  of  catfea, 
and  many  oases  sent  into  hospital  are  beyond  hope  when 
admitted.  Tlie  following  estimate  is  based  on  eighty  oon- 
aeoutive  casee  treated  in  the  wards  of  the  Olasgow  Maternity 
Hospital.  Thirty  were  fatal,  giving  a  mortality  of  37'fi  pAr 
oant.  Tills  is  exceedingly  hifh.  hut  it  must  he  remambwod 
that  this  includes  all  cases  admitted,  and  many  of  them  had 
been  oonvtilsed  for  hours,  and  some  were  actually  monbtind 
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at  the  time  of  admission.  Of  the  oasOK  treatod  by  the  older 
methods  44  per  cent,  died,  while  of  those  treated  hy  saline 
infusions  only  24  per  cent,  were  lost.  This  is  a  very  marked 
improvL'ment.  Of  tho  twenty-two  cases  given  by  me  in  the 
liUertuitiotutl  Clinics,  vol.  ii.,  1901,  three  died,  but  one  of  those 
deaths  was  due  to  a  perforating  duodenal  ulcer  on  the  stxib 
day.  iDoludin^  this  case,  it  f^ives  a  death  rate  of  13*64  per 
oent. 

The  prognosis  is  gmvest  in  cases  occurring  during  pregnancy, 
less  grave  in  tbose  occurring  during  labour,  and  least  grave  in 
thoee  occurring  during  the  puerpenum.  The  earlier  in  preg- 
nancy the  onset  is,  the  graver  is  the  condition,  and  the  same 
is  true  regarding  labour.  In  the  eighty  cases  the  prognosis 
was  much  more  favourable  among  the  multipara*  than  among 
the  primiparff.  Tliis  is  the  reverse  of  what  has  usually  been 
found.  It  agiees,  however,  with  my  whole  experience.  Roughly 
speaking,  the  more  numerous  the  fits,  the  graver  is  the  outlook, 
but  occasionally  one  snes  cmsrs  which  din  after  one  or  two  fits. 
Such  oases  are  usually  profoundly  comatose,  and  luive  almost, 
if  not  complete,  suppression  of  urine.  If  the  fits  are  frequent 
and  severe,  and  the  uoiria  deep,  the  outlook  is  exceedingly 
grave.  As  regards  the  urine,  the  principnl  factor  influencing 
the  prognosis  is  undoubtedly  the  quantity  excreted.  If  this 
is  small,  and  does  not  increase  vltv  quickly  after  delivpry.  the 
prognosis  will  be  very  grave.  The  quantity  of  albumin  present 
NviU  not  influence  the  prognosis  much.  A  patient  with  a 
amall  quantity  of  albumin  in  her  urine  may  have  a  very  severe 
attack.  When  there  is  much  blood  present  the  prognosis  will 
be  grave,  but  not  necessarily  hopeless  (sec  case  xvii.).  An 
exceedingly  quick  pulse  is  a  l)ad  indication,  if  it  does  not  soon 
incline  to  alow  down.  In  most  of  my  cases  the  temiwrature 
has  been  raised  for  a  few  days,  hut  not  markedly  so  in  the 
fatal  ones. 

As  regards   the  child  the  progi\Ofti&  \%  vct^  ^aA.    W  "i^^fe 
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seizure  takes  place  before  the  child  has  reached  a  viable  age, 
it  is  very  likely  to  be  saoHGced  by  emptying  the  uterus.  My 
experience  leads  uie  not  to  interfere  witb  the  uterus  unless  the 
fits  recur  in  spite  of  treatment.  After  ten  fits,  the  ohanoee  for 
the  child  are  exceedingly  small.  If  it  is  born  alire,  it  may 
die  of  convulsions  or  of  general  debility.  Probably  not  more 
than  40  per  cent,  of  the  children  ulttuiat«ty  survive. 

Treatmeni. — The  following  method  of  treatment  is  the  one 
I  have  Iwen  pracitsing  for  several  years,  both  in  my  hospital 
and  private  work.  1  have  tried  all  the  other  usual  methods, 
and,  from  a  wide  experience,  I  have  no  hesitation  in  saying  that 
the  sutino  infusion  method  lias  given  much  Iwtter  results  than 
any  of  Ihe  others,  In  the  Maternity  Hospital  the  death  rate 
from  eclampsia  has  been  reduced  nearly  50  per  cent.,  taking 
the  cases  just  as  they  come. 

The  method  it^  based  upon  the  assumption  thai  there  is  a 
toxic  substance  circulating  in  the  blood.  We  do  not  know 
what  the  substance  is,  and  therefore  cannot  administer  ao 
antidote.  Our  efforts  must,  in  the  meantime,  be  limited  to 
freeing  the  system  from  it  as  quickly  us  jmssible.  To  give 
drugs  to  control  the  convulsions,  which,  after  all.  are  only  a 
symptom,  seems  to  me  somewhat  irrational. 

There  are  three  main  channels  through  which  u  poison  may 
be  eliminated  from  the  blood,  it>..  the  skin,  the  bowels,  and  the 
kidneys.  The  importance  of  keeping  these  channels  open  bos 
long  been  recognised.  If  we  had  plenty  of  time  there  would 
be  no  diHiculty  in  the  matter.  This  fact  has  already  tieen 
demonatrateil  in  connection  with  albuminuria  of  pregnancy,  and 
the  cases  there  cited  show,  tliat,  by  appropriate  treatment, 
eolAmpsia  can  be  preve>nted.  I  might  cite  uiany  more  cases  to 
prove  tills,  but  it  is  already  familiar  to  every  obstetrician.  In 
the  majority  of  cases  ooiuiilsions  have  already  commenced,  and 
we  no  longer  have  time  to  establish  aotioa  by  drugs  in  the 
usual  way.  so  that  other  means  musk  be  adopted. 
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The  beat  way  to  act  upon  the  akin  is  cither  by  hot  pooko  or 
vapour  baths.  In  using  the  hot  pack,  c&re  musl'<  be  taken  to 
wring  the  blankets  well,  ur  the  skin  may  easily  be  blititered. 
For  the  same  reason  hot-water  bottles  must  not  be  allowed  to 
U}uch  the  hare  skin.  The  packs  or  baths  may  be  repeated,  but 
the  pulse  muBt  be  watched.  I  usually  leave  the  patient  in  the 
liath  or  pack  for  half  an  hour.  Pilocarpine  will  oauso  profLise 
diaphnresis,  and  it  has  been  and  is  stilt  sometimes  used,  but  it 
is  exceedingly  depressing,  and  is  very  liable  to  increase  any 
codema  of  the  lun^s  whioh  may  he  present.  The  increase  of 
mucus  in  the  bronchial  tulies  may  be  so  great  as  to  cause  the 
patient's  death.  I  have  never  used  this  druf^,  and  cannot 
reoommend  it. 

To  ^t  the  bowels  to  aot  ia  vei^  difficult.  Croton  oil  is  oft«n 
recommended,  but  even  in  large  dones  it  frequently  fails.  I 
have  often  given  5  mtn.  without  the  least  effect,  and  in  two 
cases  I  have  seen  uedenia  ^lottidis  arise  after  its  use.  i  ^ive 
from  2  to  4  larj^e  lablespoonfuls  of  Rpsam  salts,  intro- 
ducing them  through  a  stomach  tabo.  unless  the  patient  is  quite 
conscious.  Enemata  are  useful  to  unload  the  lower  Iwwel,  and 
also  to  start  the  action  of  the  bowels  later  on.  Jalap  ia  also 
useful;  but  whatever  drug  i«  given  must  be  admiuistei-ed  in 
a  very  large  dose.  Absorption  is  in  abeyance  and  the  action 
exceedingly  sluggish.  If  a  hyiKMtermic  purgative  could  only  be 
devised,  it  would  be  most  useful. 

The  kidneys  are  the  organs  of  exoretioa  whicli  are  most  at 
fault,  and.  if  we  can  get  them  to  act  promptly  and  freely,  all 
will  go  well.  If  there  is  time  before  the  (its  come  on,  diuresis 
may  be  established  in  the  usual  way  by  suitable  drugs,  given 
by  the  mouth,  but  in  the  actual  tits  the  patient  ivs  a  rule  cannot 
swallow,  and,  even  if  we  introduce  drugs  into  the  su>mach,  they 
will  probably  not  be  absorbed,  aud,  even  if  absorption  wore  J 
normal,  there  h  not  time  to  wait.  It  is  with  the  idea  of  Bush- 
ing  the  kidney's  freely  that  I  have  been  ^vm^  \&t%<&  voSk^^v^so^ 
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of  uormal  saliue  solution,  combined  with  a  diuretic.  I  flnb 
used  tbo  bicarbonate  of  potash  along  with  the  sodium  obloride. 
Potash  salts  when  introduced  directly  into  the  blood  arc  aaid 
to  have  a  most  poisonouu  ettect  upon  the  heaili,  but  when  inlro* 
duced  into  the  cellular  tissue  no  poisonous  effcot  seems  to  be 
oaused.  I  have  used  as  much  a»  3  pints  of  inftision.  with  30 
gr.  of  the  bioarbonate  of  ijotash  in  e&cli,  without  the  least  indi- 
cation of  any  poisonioK.  The  soda  salts  are  nou^poisonous, 
and  T  have  therefore  sulwtitated  the  aceUito  of  soda  in  di-achm 
doses  to  the  pint,  as  its  dii.Lretic  action  is  weaker.  I  am  quite 
convinced  that  the  infusion  causes  a  diuretic  action  ;  but  this 
is  ditlicult  to  prove.  The  infusion  also  acts  beuelicially.  by 
dilutinx  the  poison,  and  stimulating  the  system,  just  as  the 
nor uial  saline  solution  does  when  giveo  in  oaaes  of  septiciemia. 
The  pul.sft  rapidly  improves. 

The  apparatus  for  giving  the  infusion  is  a  very  simple  one. 
m.,  a  medium-sized  trocar  and  canulu,  as  supphed  in  Potain'a 
aspirator,  or  a  hollow  needle,  a  few  feet  of  small  tubiu)^  and  ft 
funnel.  Messrs.  Gardner,  of  Rdinburgh,  have  fitted  up  a  very 
convenient  api>ai-atus  In  a  metal  case  (fig.  9,  page  224). 
Messrs.  Burroughs,  WeUcome  k  Co.  have  made  up,  at  my 
request,  soloids  of  sodium  chloride  and  sodium  aoetaie — 1  dr. 
in  each.  Boiled  water  should  be  used  at  about  a  temperatnro  of 
104°  F.,  as  it  cools  slightly  in  passing  through  the  tube.  Before 
use  the  apparatus  should  be  sterilised  by  boiling. 

The  infusion  may  ))o  given  into  any  part  of  the  body  where 
there  is  loose  cellular  tissue,  but  under  the  breast,  preferably 
the  right,  is  tlie  mont  convenient  situation  before  delivery. 
After  delivery,  the  lui  abdominal  wall  does  admirably.  The 
skin  shonld  be  well  cleansed  before  the  puncture  is  made.  If 
the  breast  is  selected,  the  trocar  and  canula  should  be  thrust 
well  under  the  breast,  and  not  into  the  mammary  tissue.  If  the 
solution  does  uot  begiu  to  run  at  ouoe  when  the  trocar  is  with- 
drawn, the  end  of  the  canula  is  against  firm  tissue,  so  it  should 
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be  drawn  bock  a  little  and  moved  about.  With  lax  tissues  a 
pint  can  be  introduced  in  about  tivo  roinuten.  One  pint  can 
always  be  easily  put  under  a  breast,  but  two  or  even  three  may 
be  introcJuoed.  A  large  tense  swelling  forms,  and  there  will  he 
considerable  pain  lu  it,  but  abt^orptiou  quickly  reUeves  the  teu- 
Bion.  It  will  be  all  absorbed  in  about  an  hour.  The  port 
usually  remains  painfnl  for  some  days.  If  the  infusion  is  given 
iuto  the  axilla,  the  pressure  upon  thu  bruuhiul  plexus  wilt  cause 
considerable  numbing  of  the  arm.  The  puncture  should  be 
covered  with  adhesive  plaster  or  ooUodion.  In  several  himdred 
infusions  I  have  only  onoe  seen  an  abscess  form,  and  in  that  case 
the  infusion  hod  been  given  by  one  of  my  residents  in  a  fright- 
fully dirty  bouse  where  it  was  impossible  to  carry  out  aseptic 
methods.  A  large  abseess  formed  under  the  breast  and  had  to 
be  opened.  It  caused  very  little  disturbance  of  the  temperature, 
and  the  pain  was  not  acute.  The  odour  of  the  pus  suggested 
bacilluH  eoli  as  the  infecting  agent. 

The  urine  excreted  after  an  infusion  is  usually  heavily  loaded 
with  urates,  which  remain  suspended,  and  do  not  deposit  in  the 
usual  way,  even  if  kept  for  days.  The  large  amount  of  albumin 
may  account  for  the  suspension,  but  I  have  never  noticed  this 
in  the  urine  of  cases  treated  without  infusions.  If  the  patient 
does  not  improve  in  a  few  hours,  I  usually  repeat  the  infasioa. 
As  soon  as  she  is  able  to  swallow,  she  shotdd  be  given  as  large 
an  amount  of  imperial  drink  and  milk,  as  she  can  take.  When 
the  pulse  is  weak,  free  stimulation  must  be  resorted  to. 

If  the  patient  is  full  blooded  with  a  strong  bounding  pulse, 
the  old  treatment  of  bleeding  should  be  tried.  l'>om  16  to 
20  oz.  of  blood  should  be  drawn  from  a  vein  in  the  arm. 
This  will  remove  a  certain  amount  of  the  poison,  and  the 
infused  Huid  will  quickly  make  up  the  Loss  and  dilute  the 
remainder,  I  have  found  bleeding  to  aot  exceedingly  well  in 
the  few  suitable  cases  which  have  come  under  my  care.  In 
all  coses  post-[>artum  hicniorrhage  ought  to  be  eucoMtw^^^^:^^^ 
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it  rarely  occurs.  The  blood  lost  is  always  very  blftok.  In 
hospital  work  in  a  large  city  like  this  the  patients  are  not  often 
of  a  robust  constitution. 

For  controlling  the  tits  I  have  used  moet  of  the  ordinary 
remodies  in  use,  viz.,  chloroform,  chloral  and  bromide,  tnorphiii 
and  voratrum  viride.  Within  the  last  year  I  have  ffivon  nothing 
fur  the  litH  except  chloroform  and  occasionally  u  dose  of  chloral 
and  bromide  when  there  was  much  restlessness.  Morphia  I 
have  given  up  entirely,  after  using  it  freely  foi*  n  time,  t  am 
now  quite  convinced  that  it  lessens  the  excretion  of  urine,  and 
thus  tends  to  oounteract  the  effect  of  the  infusions.  In  a  case 
under  the  oare  of  a  aonea){ue  the  pupils  contracted  to  the  sixe 
of  a  pin's  point,  and  she  died  with  cunipletu  suppression 
of  urine.  It  looked  exactly  like  a  death  from  morphia 
poisoning. 

Obstetru'  Treatment. —  I'^ach  case  must,  of  course,  be  judged 
on  iU  own  merits,  but,  broadly  speaking,  in  cases  of  oonviilsiona 
before  labour  begins,  the  lens  interference  with  the  uterus  Uw 
better'  In  a  case  occurring  early  in  pregnancy,  and  for  tlie 
second  time,  emptying  the  uterus  is  called  for  {see  No.  xix). 
In  aevenil  of  my  oases  I  have  relievcid  the  patient,  and  she  luu 
had  a  perfectly  natural  latx)ur  some  days  or  weeks  later.  It 
the  filB  cannot  be  controlled,  the  uterus  should  bo  emptied  by 
accouchement  fore**.  The  patient  should  t>e  put  deeply  under 
chloroform,  to  avoid  shook.  If  the  oer%'ix  is  diflicult  to  diliite  it 
should  be  freely  incisod.  and,  If  necessary,  the  incisions  should 
be  stitched  after  deliver)'.  Any  bleeding  which  occurs  will  b<* 
beneficial.  Ciesarian  section  has  been  advocated  and  practined 
in  !iuuh  caMes,  hut  the  death  rate  lias  hoen  exceedint;ly  high. 
In  ouNe  xiv.  I  porforitml  this  operation  and  removed  the  utenis, 
but  this  was  done  on  account  of  a  contracted  (lelvis,  and  not 
because  of  the  convuUiona.  When  one  can  deliv(*r  so  quickly 
by  incising  the  cervix.  I  see  no  need  for  doing  Cf^RaHan  section. 
In  oaaea  wheru  the  os  iit  fully  dilated  or  quite  dilatable,  the 
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patient  Bhoutd  t»e  delivered  at  onoe.  Post-partum  hemorrhage 
should  always  be  encouraj^ed.  I  have  only  twice  seen  it  occur 
to  an  alarming  extent,  and  one  of  these  oases  was  a  twin  preg- 
nancy. The  patient  bled  until  she  was  almost  pulseless,  but 
ahe  never  had  another  tit  and  made  an  excellent  recovery  (see 
iaue  It.). 

Case  I,  —  E.  M.,  i.-para,  aet.  seventeen,  admitted  Slst 
August,  1897.  9.16  I'.M..  delivered  at  10.30.  Child,  female, 
alive,  weighed  6  lb. 

The  patient  was  drst  seen  at  home  fay  a  nurfle.  A  tit  oame 
on  iHjfom  the  nurse  had  time  10  examine  her. 

Previous  history :  In  infancy  she  had  had  scarlet  fever 
followed  by  dropsy,  and  when  five  years  old  she  was  said  to 
have  had  dropsy  aguin.  For  the  last  three  or  (our  weeks 
swelling;  of  the  le^rs  had  been  noticed. 

When  the  out-door  surgeon  saw  her  she  was  having  a  fit. 
He  gave  her  CHCIj  and  had  her  removed  at  once.  The  09 
WM  nearly  fully  dilated.  Half  an  hour  later  the  head  was 
almost  on  the  perineum.  She  was  ^iven  CIICI,,  and  delivery 
effected  by  forceps.  Post-imrtum  bleeding  was  encouraged, 
but  very  little  came,  and  what  did  was  very  dark  in  colour. 
An  enema  of  60  gi*.  bromide  and  ao  of  ehloral  waft  given.  She 
hod  a  seixure  two  hours  later,  and  she  became  very  restless ; 
2  dr.  bromidia  were  given  by  the  rectum.  She  became  quieter, 
and  dozed  during  the  night.  The  bowels  were  freely  moved. 
There  was  very  little  urine  passed ;  specific  gravity,  1036 ; 
considerable  albumin. 

Ist  September. — She  looked  very  dull  and  could  hardly  he 
got  to  take  any  nourishment.  She  had  three  slight  and  one 
severe  fit  during  the  afternoon.  For  the  latter  she  was  given 
CHCl,.  At  noon,  2  dr.  bromidia  were  given  by  the  rectum, 
and  the  same  later  in  the  afternoon.  Towards  evening  a  good 
[  deal  of  throat  rattle  was  observed.  She  passed  a  fairly  quiel 
I     night,    but   would   not  drink   much,  and  t.Vi&  >mty&  ^«a  nvc^ 
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scanty.  False  had  all  along  been  about  130,  of  high  tension 
and  regular. 

2nd  September. — She  was  very  drowsy ;  pulse  now  about 
130.  irregular  aud  intermitting.  The  albumin  was  less,  but 
there  was  very  little  uriae  being  passed.  She  would  drink 
scarcely  anything. 

In  the  evening  she  was  very  drowsy  and  could  scarcely  be 
roused.  The  skin  was  very  dr)*,  and  the  pulse  was  markedly 
intermittent.  At  9.30  p.m.,  20  min.  tinot.  verat.  virid.  wera 
given  hypodermically,  20  oz.  saline  solution  (30  gr.  pot.  bicarb, 
and  60  gr.  sud.  ohloridi)  injected  mto  the  areolar  tissue  of  the 
left  axilla,  and  the  patient  put  into  a  hot  wet  pack.  Before 
hall  the  salioe  solution  was  injected  slie  l>ecame  perfectly 
conscious,  and  di'ank  freely  of  imperial  drink  and  milk.  lu 
an  hour  and  a  half  the  pulse  rate  had  fallen  thirty  beats,  and 
in  another  hour  ten  more,  and  was  quite  soft  and  steady.  She 
passed  a  fairly  good  night  and  drank  freely. 

3rd  September. — She  was  much  better.  Had  drunk  in  all 
100  oz.  of  milk  and  imperial  drink.  The  unne  had  increased 
markedly,  but  it  could  not  be  measured,  as  some  was  lost  with 
the  motions.     Pulse  90,  regular,  high  tension. 

4ch  September.— In  last  twenty-four  hours  96  oz.  of  urine 
were  measured,  besides  what  was  passed  with  two  free  motions. 
Next  day  100  oz.  of  urine  were  collected;  albumin  still 
present. 

On  the  7ch  she  developed  a  dry  pleurisy  in  the  right  6ide« 
above  the  liver.  The  friction  disappeared  in  four  days.  By 
the  16th  she  was  very  well,  but  ansmic  looking. 

C(ue  II. — Mrs.  B.,  i.-para,  ast.  twenty-eight,  seven  months 
pregnant.  When  admitted  at  5  f.m.  she  was  in  a  drowsy 
condition,  alteruating  with  frequent  periods  of  extreme  rest- 
lessness. She  had  been  having  fits  hourly  since  the  morning. 
She  had  three  shortly  after  admission.  Her  pulse  was  of  high 
taaaioQ,  mO  to  140,     Fifteen  min.  tr.  veratrum  viridis  were 
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injected  hypodermically,  and  within  half  an  hour  thti  pulse 
rate  fell  to  110.  For  threo  hours  it  reniainwl  slower  than  this. 
The  08  was  only  alightly  dilated.  Four  hours  later  the  ob 
was  in  nearly  the  aarne  condition.  Under  CllClg  dilatation 
was  effected  by  means  of  Hegar's  dilators  and  the  fingers,  aud 
the  child  was  deUvered  with  forceps.  It  was  still-born.  A 
pint  of  salme  (pot.  bicarb,  and  sod.  ohloridi)  was  injected  into 
the  right  axilla  immediately  after  delivery.  The  pulse  was 
now  130,  but  of  low  tension.  The  urine  became  soUd  on 
boiling. 

She  remained  semicomatose  for  forty  hours  after  delivery. 
Dnring  all  this  time  there  was  constant  spasiuodio  movements 
of  the  right  log  and  of  both  eyeballs.     She  was  freely  stimu- 
lated with  brandy  every  hour,  aod  given  a  diuretic  and  milk. 
In  the  first  and  second  twelve  houi-s  only  14  oz.  and  15  oz.  of 
turine  were  collected.     Early  on  the  morning  of  the  second  day 
she  became  collapsed.     Hypodermics  of  strychnine  and  ether 
were  given,  and  hot  fomentaliong  applied  over  the  heart.     At 
this  time  her  pulse  was  144,  and  vcrj'  feeble.     During   the 
third  twelve  hours,  17  oz.  of  urine  were  collected.     I  again 
injected  a  pint  of  saline    into  the  left  axilla,  with  the  result 
that  duriug  the  next  twelve  hours  she  excreted  69  oz.  of  urine. 
During  each  consecutive  twelve  hours  115  oz.,  63  oz.,  60  oz., 
54  oz.,  70  oz.,  and  GO  oz.  were  collected.     Over  and  above 
.  these  amounts,  a  good  deal  was  lost  with  the  motions.     The 
[.albumin  quickly  lessened  in  amount.     The  first  three  speci- 
mens of  urine,  drawn  off  after  injection,  were  quite  milky  in 
,  appearance,  froui  urates,  whioh  remained  suspended,  and  did  not 
(deposit  as  urates  usually  do,  although  we  kept  the  specimeus 
for  several  days.     This  may  have  been  due  to  the  large  amount 
of  albuxnin  present.     In  ail  the  other  cauuH  the  urine  was  in 
the  same  condition,  but  1  do  not  remember  ever  noticing  it  in 
cases  which  were  not  injected. 
She  made  a  slow  recovery. 
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Case  lU. — Mre.  D.,  i.-para,  aet.   iwenty-two,  six   months 
pregnant.     Shu  had  had  headaches  daily  for  about  six  weeks. 
Her  urine  had  been  high  coloured  for  two  months,  and  soaoty  ^ 
for  the  last  month.     During  the  night  of  13th  May  her  bead-  " 
aohe   had    t)ecome  very  severe,  and  voDiiting  had  oooie  on. 
About  midday  on  the  14th  she  had  a  fit,  and  a  second  one 
about  2  i*.M.      She  was  brought  to  the  hospital  about  9  p.m.   _ 
There  was    very   little   ccdema  of  the  legB.     There   were    no  ^ 
uterine   contractions,   but  the   08  admitted  one  tiuger.     The 
fcetnl  heart  was  audible.     The  urine  became  almost  solid  on   h 
boiling.     Au  enema  was  given,  and  just  as  it  be^^an  to  act  she  ■ 
was  seized  with  a  very-  violent  convulsion.     After  it  passed  off 
she  was  drowsy,  but  not  unconscious.     Her  pulse  was  130,  ^ 
and  of  very  high  tension.     1  at  onoe  gave  her  a  hypodermic  ^ 
of  tr.  veratnim  viridis  (15  min.)i  and  injected  a  pint  of  Baline 
(pot.    bicarb,   and   nod.    cbloridi)   into   the    right   axilla.     The  H 
pulse  rate  (ell  15  beats  in  half  an  hour,  and  came  down  to  ^ 
90  in  tt  few  hours.     The  lioweU  were  thorouf<hIy  cleared  with 
croton  oil.     She  passed  a  fairly  comfortable  night,  except  for 
headache.     She  was  given  some  brandy,  and  put  on  a  diuretic 
mixture  and  milk.     Twelve  ounces  of  urioe  were  oolleotedi  in 
the  first  twelve  hours,   but  a  great  deal  was  lost  with  the 
motions,     It  was  thick  and  milky,  and  did   not  deposit  the 
orates.     There  were  some  hyaline  and  ^^nular  casts,  bat ; 
blood  in  it.     The  albumin  had  not  diminished  much. 

Next  day  sbo  was  feeling  comfortable,  and  passed  over  < 
oiE.  urine.  During  the  next  two  days  she  passed  130  oz.  and 
310  Of..  The  alhumin  was  lessening.  She  kept  well,  and 
puued  large  quantities  of  urine,  until  the  ^Ist,  a  week  from 
the  first  seizure,  wbun  tRl)our  came  on  and  a  dead  child  was 
bom  naturally.  It  had  been  alive  until  the  labour  oame 
on.  She  had  throe  doses  of  chloral  to  relax  the  oerTtx,  fl 
and  CHCl,  was  administered  towards  the  end  of  the  second 
stage. 
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During  the  puerperium  the  diuresis  continued  and  the  albu- 
min disappeared.     She  made  a  uormal  recovery. 

Case  TV. — Single,  i.-para,  (ot.  twenty-three  ;  full  time  ;  twins. 
Her  previous  health  had  always  been  good.     Six  weeks  ago 
her  feet  and  ankles  had  become  swollen,  and  her  face  puG^  in 
the  mornings.     Her  father  was  a  twin. 

Her  pains    began  on  the  16th  and  she  was   seen  by  two 
Btndcnts,  who  found  the  os  slightly  dilated.     They  gave  her 
au   enema,    which   cleared  the  bowels   thoroughly.      On  the 
morning  of  the  18th  6wo  nurses  saw  her  about  9  a.u.,  and 
found  a  child  had  been  born  before  their  arrival.     Her  friends 
stated  that  nhe  had  hod  el  tit  just  as  the  child  was  coming  into 
the  world.     The  abdomen  was  still  very  large,  and  a  second 
child  was  diagnosed.     When  the  resident  arrived  he  found  her 
in  a  fit.  so  he  gave  iier  CHCl,.,,  uud  had  her  removed  ut  once. 
On  admission  at  XI  a.u.   a  hypodermic  of    morphia  (^  gr.) 
was  given  and   the  second  child  delivered   by  forceps.     The 
child,  a  mole  liJte  the  first,  was  alive.     They  weighed  C  lb.  and 
6|  lb.  respectively.     A  large  double  placenta,  parlially  allached, 
but  with  distinct  sacs,  was  expelled,  along  with  considerable 
cloi,  in  about  ten  minutes.     It  weighed  2i  lb.     A  very  severe 
post-partum  htemoiThage  came  on.     An  intra-uterine  douche 
of   sterilised  water  (116°)  was   given,    and   orgotin   hypoder- 
mically.     The  pulse  because  almost  imperceptible.      Twenty 
minims  of  ether  and  /n  gr.  of  strychnine  were  given  hypoder- 
mioally.  and  over  2  pints  of  saline  solution  were  run  into  the 
rectum  and  IJ  pints  into  the  right  inframammary  region.    The 
pulse  improved,  but  was  still  very  rapid  iind  weak  (17t5).     A 
second  hypodermic  of  ether  was  given,  and  2  ox.  of  brandy  by 
the  rectum.     The  foot  of  the  bed  wag  raised.     She  was  given 
2  dr.  of  brandy,  by  the  mouth,  every  hour,  and  as  much  milk 
and  soda  as  she  could  drink.     The  pulse  gradually  improved. 
Four  and  u  half  ounces  of  nrine  were  drawn  off  in  the  evening. 
It  contained  blood,  aud  was  heavily  load^  m^^  a.VQ>ui^u.. 
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The  following  Amounts  of  urine  were  measured  during  the 
next  four  days,  besides  what  was  lost  with  the  motions,  m., 
109J  0£..  1494  03.,  92  oz..  and  83  oz.  Her  pulse  remained 
about  120  for  a  considorablo  time. 

She  made  a  fairly  good  recovery. 

Tn  my  clinical  remarks  during  the  delivery,  I  said,  I  hoped  ahe 
would  bleed,  but  I  did  not  count  on  having  to  cope  with  such 
an  alarming  Htemorrhage.  In  my  experience  of  eclampsias  I 
have  DiOy  bbbq  one  othor  case  of  post-partam  haemorrhage, 
although  many  of  them  have  been  under  CHCI^  for  a  long  time, 
and  tho  uCoruH  has  purposely  l>een  left  to  relax,  if  it  would.  Id 
this  oaae  the  twm  pregnancy  was  the  cause. 

Citsr  V. — Mrs.  K..  iv.-para,  ffit.  thirty,  eight  months  preg- 
nant. 

Her    former  pregnancies   and    labours   had    been    normal. 
During  the  present  pregnancy  she  was  quite  well  until  a  month 
ago,  when  she  had  an  attack  of  inHuenza,  whioh  confined  hor 
to  bed  for  two  or  three  days.     On  Moaday,  the  27ih  February.  I 
she  began  to  suffer  from  headache,  and  on  the  following  day 
swelling  of  the  feet,  handn  and  face  came  on,  and  this  had  sinoo 
gone  on  increasing.     On   March  3rd,  at  6.30  am.,  she  wui 
seized  with  convulsions.     The  fit  lasted  two  or  three  minutes. 
She  liad  a  seooud  lit  half  an  hour  later.     She  was  seen  by  her 
doctor,  who  gave  her  ^  gr.  of  morphia  hypodermioaliy,  and 
drew  6  oe.  of  blood  from  Che  left  arm.     Up  to  the  time  of 
admission,  at  11  a.m.,  she  had  no  more  fits.     She  was  lying  in 
a  lethargic  condition  with  contracted  pupils.     She  could  be 
roused  with  a  little  diSieulty.      She  waa  a  stout,  plethorio 
woman  with  a  ruddy  complexion.     There  was  well-marked 
fudema  of  her  legs,  arms,  face,  and  trunk.     The  puSiness  under , 
the  eyes  was  very  marked,  and  the  right  eyeball   waa  Teryl 
prominent.     Wo  Hupposed  this  might  be  due  to  usdema  of  the 
cellular  tissue  of  the  orbit,  but,  as  the  protrusion  did  not  leesenJ 
afterwards,  there  must  liave  been  aomt;  other  oausu.    She  aftdr-j 
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wards  stated  that  it  had  always  been  so.  The  opbthalmoscopo 
revealed  aobhiag  abnormal  in  tho  eyoa  except  cedoma  of  the 
retiniB.  Ki^bt  ounces  of  unne  were  drawn  off.  It  was  Loaded 
with  albumin.  The  uterine  fundus  reached  half-way  between 
the  umbilicus  and  the  xipbisternum.  There  were  no  contrac- 
tions going  on.  The  os  admitted  one  Eager.  The  ftstal  heart 
sounds  were  distinctly  heard  to  the  right  and  below  the 
umbilicus.  Twenty-four  ounces  of  saline  solution  (pot.  bicarb, 
and  sod.  chtoridt)  were  injected  into  the  right  axilla.  It  took 
exactly  four  minutes  to  run  it  in.  A  dose  of  calomel  and  jalap 
was  given,  and  imperial  drink  and  milk  ordered,  but  she  could 
not  be  got  to  take  much.  At  6.30  r.M.,  when  the  catheter  was 
being  passed,  she  hod  a  tit,  which  lasted  about  one  minute. 
She  was  given  a  dose  of  chloral  and  bromide  by  the  rectum. 
Only  4i  OK.  of  urine  were  obtained.  It  was  thick  and  muddy, 
and  the  urates  did  not  deposit  on  standing. 

C  About  9,30  P.M.  an  enema  was  given  as  the  bowels  had  not 
acted.  Thirty  oxmces  of  saline  Quid  were  then  injected  into  6he 
left  axillary  tissues,  and  the  patient  was  put  into  a  hot  pack  for 
half  an  hour.  At  11.30  p.u.  30  gr.  of  jalap  were  given  and  L 
dr.  of  bromidia.  She  slept  fairly  well,  and  drank  in  all  18  oz. 
of  milk  and  imperial  drink,  but  she  only  passed  6k  oz.  of  urine. 
She  had  perspired  pretty  freely  after  the  hot  pack. 

In  the  morning  she  was  fairly  comfortable.  The  os  waa 
found  to  bo  dilating,  but  she  felt  no  pains.  About  7  p.di.  sho 
woa  delivered  of  a  live  female  child,  3i  lb.  in  weight.  Her 
labour  vcah  practically  painless,  and  she  had  no  threatcnings 
of  convulsions.  Her  puerperium  was  normal.  The  tem- 
perature never  rose  above  dd'4°.  She  went  home  on  the  tenth 
day. 

The  following  is  Dr.  Carstairs  Douglas's  report  on  the 
urine: — 

"Urine:  (1)  Before  Saline  Injection. — Deep  sherry  colour ; 
acid;   sp.  gr.  1020;  nlbutnin  abuadaat ,  ci«&\MiMifc  ^«o.v&siv-. 


sugar  (?).  It  reduces  Fehling's  solntioa,  bat  this  is  poflrifaly 
due  to  the  urates  and  creatinine.  No  bile  ;  no  ac*;tone  ;  indi- 
gogeus  uormal ;  urea  1  percent.,  low;  uric  acid  0087  percent, 
(higher  than  average  of  health). 

"(2)  A/tet  Saline  Injection, — Urino  thick,  muddy,  brown,  duo 
to  copious  deposit  of  urates,  very  abundant;  sp.  gr.  1033; 
acid  ;  albumin  plentiful ;  a  few  tul)e  casts  and  red  blood  cells  ; 
no  aoetone  ;  urea  1*4  per  cent,  (rather  low) ;  uric  acid  0'15  per 
cent,  (very  high,  nearly  double  that  liefore  the  saline  injection). 
There  baa  apparently  been  a  great  washing  out  of  uric  acid  by 
the  saline. 

"  (3)  (hifi  Day  after  Delirery. — Urine  clear,  amher,  and  more 
limpid,  mere  trace  of  albumin  ;  urea  1'7  per  cent,  (nearly 
normal]  ;  urio  acid  0028  (distinctly  lower  than  normal)." 

It  will  thus  be  seen  that  ihcro  was  a  great  increase  in  ur^i, 
and  mark&iiy  so  in  uric  acid  immediately  after  the  injeotion. 
The  diuretic  elTcct  was  not  nearly  so  marked  in  this  case  as  in 
the  others,  and  this  I  >}elieve  was  due  to  the  morphia. 

Ctue  VI. — A.  W.,  single,  i.-|>ara,  eet.  nineteen,  seven  months 
'  pregoant.  This  patient  was  sent  into  the  hospital  with  the 
history  of  having  had  fourteen  6t«.  She  was  in  a  semi- 
oomatose  condition,  and  could  not  be  roused  to  speak.  There 
was  slight  oedema  of  the  feet.  Her  pulse  was  130  and  Llu-eudy. 
[  The  OB  was  beginning  to  dilate.  The  urine  was  loaded  with 
albumin. 

At  2  A.M.  3U  oz.  saline  were  injected  into  the  right  infm- 
raammary  region,  and  a  large  dose  of  calomel  and  jalap  given. 
She  was  put  into  a  hot  pack,  but  did  not  sweat  at  all.  In  two 
hours'  time  the  os  was  dilated,  and  I  delivered  with  MUne- 
Murray's  forceps.  The  fcetus  was  commencing  to  macerate. 
After  delivery  24  o«.  more  saline  were  injected  into  the  left 
axillary  tissues. 

She  retiiained  semicomatose  for  nearly  two  days.  She 
oould  be  roused  and  got  to  drink,  bat  would  not  answer  when 
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epokeu  tu.  Wheu  bbe  became  oonacious  she  said  she.  had  no 
recollection  of  anything  siiKte  two  days  l)efore  th«  seizure.  In 
(be  first  twdQty-four  hours  she  passed  30  ox.  urine  and  five 
motions,  in  the  second  90  oz.  and  two  motions,  in  the  third 
145  02.  and  one  motion,  in  the  fifth  83  oz. 

Her  recovery  was  uneventful.  She  had  no  fits  after  ad- 
mission. The  urine  was  free  (rom  albumin  when  she  was 
dismissed  on  the  tenth  day. 

The  urine  waa  examined  by  Dr.  Carslairs  Douglas  and  the 
following  is  his  report :  "  (1)  Urine  before  injection  :  Opaque, 
light  yellow,  highly  turbid  from  urates ;  albumin  abundant. 
Urea  not  estimated  owing  to  smallnesA.  Urto  acid  O'lOl  |wr 
cent,  (note  uric  aoid  is  distinctly  above  average).  ("2)  Urine 
shortly  after  injection  :  Opaque,  light  yellow  fluid,  loaded  with 
urates  and  albumin.  Moderately  acid.  No  blood,  bile  or 
acetone.  Turns  Fehling's  solution  reddish  purple,  but  does  not 
reduce  it.  Urea,  rt>  per  cent,  (nvther  low,  especially  as  urine 
vms  probably  oonoentrated).  Uric  acid  U'1I2  per  cent,  (dis- 
tinctly above  average;  increased  since  injection).  (3)  Urine 
twenty-four  hours  later:  Almost  clear,  amber,  acid;  trace  of 
albumin.  No  effect  on  Fehling's  solution.  Urea  2*4  per 
cent,  (distinct  rise).  Uric  acid  0'0217  per  cent,  (marked  fall 
below  the  average;." 

Case  VII. — Mrs.  B.,  ii.>para,  at.  twenty-seven,  seven  months 
pregnant.  She  was  admitted  in  a  Bemloomatose  condition. 
She  had  had  eight  fita.  For  a  fortnight  the  feet  and  legs  had 
been  swollen  and  she  had  vomited  a  great  deal.  A  doctor  had 
seen  her  and  preschbod  for  her.  There  was  marked  <Bdema 
of  the  whole  body,  the  conjunctivae  being  also  oedematoua. 
There  was  great  oedema  of  the  lungs.  Sho  had  the  most 
cedema  of  any  eclamptic  {»tient  I  have  ever  seen.  Abont  2 
oz.  of  very  bloody  urine  were  drawn  off.  It  became  solid  on 
boiling.  Her  pulse  was  104  and  very  tense.  She  waa  not  in 
labom'. 
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We  drew  off  about  6  oz.  of  blood  from  the  median  basUio 
vein,  aad  injuoted  40  oz.  of  saline  fluid  (pot.  bicarb,  and  sod. 
obloridi)  into  the  axillary  tissues.  She  was  then  put  into  a 
hot  pack  and  a  dose  of  calomel  and  jalap  was  given.  In  less 
than  an  hour  she  bad  a  fit.  We  then  gave  her  ^  gr.  morphia 
hypodermically.  In  three  hours  she  had  a  second  fit,  followed 
by  another  in  twenty  minutes.  A  [  fii:  morphia  was  now 
given.  Her  pulse  was  1X8  and  weak.  There  was  no  recur- 
i^mco  of  the  fits,  but  she  vomited  a  great  deal  of  a  dark  fluid, 
evidently  partly  digested  blood,  Nutrient  enemata  and  brandy 
were  given.     She  was  very  comatose. 

Twelve  hours  after  admission  the  os  was  beginning  to  dilate. 
I  therefore  dilated  foroibly,  sutHciently  to  get  forc«ps  on.  and 
as  the  child  was  dead,  wu  perforated  the  head  to  lessen  it. 
The  cervix  ivas  somewhat  torn,  but  there  was  no  bseraorrhage. 
What  little  blood  came  was  very  dark  in  colour,  as  it  usually  Js 
in  eolampsla.  Thirty  ounces  of  saline  wore  run  into  the  tissues 
of  the  al}dominal  wall.  Only  2  or  3  oz.  of  urine  were  excreted 
in  the  twelve  hours,  and  it  was  very  bloody.  In  the  evening, 
eight  hours  later,  she  was  still  deeply  comatose,  and  as  her 
pulse  was  much  weaker,  digitalin  and  str^'chnine  were  givoo 
hj'podennically  every  alternate  two  hours.  All  attempts  at 
moving  the  bowels  by  calomel  and  jalap  and  enemata  failed, 
with  an  exception  of  one  very  slight  motion.  Hot  poultices 
were  applied  over  the  kidneys. 

Twenty-four  hom*s  after  delivery  she  was  still  deeply  oom&- 
tose ;  her  pulse  was  140:  breathing  very  bad.  The  cedema 
had  lessoned  ver>'  much,  hut  the  kidneys  were  not  acting.  £ 
again  injected  Oi.  saline  into  the  abdominal  wall,  and  the  resi^ 
dent  opened  a  vein,  to  see  if  it  would  relieve  her,  but  as  it  had 
no  efliKt  we  only  drew  4  oe.  of  blood.  We  kept  on  stimulating 
her,  bnt  she  died,  deeply  comatose,  six  hours  later,  forty-four 
hours  after  a'lmission. 

This  was  an  exoeptionally  bad  case,  and  we  had  pi-aotiaally  no 
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Iiope  of  her  from  the  first.  In  spil*  of  all  our  f^ffbrts  we  oould 
nofc  get  the  kidneys  to  act.  Tn  the  forty-four  hours  she  was  in 
the  hospital  they  only  excreted  Hi  oz.  The  conditions  fouud 
at  the  post-mortem  quite  acoounted  for  her  death. 

The  potit-mortem  ex&mination  : — 

"The  perioaixliuin  contained  G  oz.  oi  clear  fluid,  the  pleural 
cavities  were  also  full  of  fluid.  In  both  lungs  there  were  areas 
of  pneuinonio  consolidatiou  scattered  tliroughout,  the  lower 
lobes  especially. 

'*  The  liver  showed  nothing  abnormal  to  the  naked  eye. 
The  spleen  was  slightly  enlarged, 

"  The  stomach  presented  an  hour-glass  contraction,  and 
contained  about  8  oz.  of  dark  fluid,  apparently  partly  digested 
blood.  She  had  been  vomiting  this  fluid  all  the  time  she  was 
in  hospital.  The  fundus  of  the  stomach  was  iafcen8?ly  hyper- 
flBmic.  and  this  condition  extended  almost  to  the  pyloric  end. 
Numerous  small  ulcers  appeared  along  the  lesser  onrvaturc  at 
the  pyloric  end,  and  a  few  larger  cues  near  the  oesophagus. 
Borne  of  the  ulcers  had  a  flooring  of  dark  blood,  bat  none  of 
them  had  red  margins. 

The   intestines    were    intensely    hyperremio    in    patches, 
'especially   the  duodenum   and   upper  part.     There   was  also 
a  patch  of   the  same  kind  in  the  rectum.     Thei-e  were  no 
ulcers. 

"  The  kidneys  were  somewhat  hypercemic,  but  showed  no 
marked  disease. 
,  *'  There  was  nothing  abnormal  in  the  brain. 

"  The  cervix  uteri  was  toni  bilaterally. 

"  The  condition  of  the  stomach  and  intealines  looked  exactly 
as  if  an  irritant  poison  had  been  administered." 

Case  VIIJ. — Mrs.  H.,  i.-para,  aet.  twenty-seven,  seven  and 
a  half  months  pregnant.  Admitted  Uth  May.  Patient  had 
had  two  fits  before  ad misaiou .  She  was  conscious  and 
p-ve  the   following  history :    Three  wiaeVyi  Ai^<i  %\yi  \v'fe6^  Vaiv. 
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severe  headache  and  vomiting.  Eighi  days  ago  eweUing  of  the 
logs  and  feet  had  begun.  All  la'it  week  she  had  had  a  seven 
sore  throat.  She  had  not  noticed  any  rash.  There  was  eri- 
denoe  of  desquamation  on  the  forehead,  hands  and  feet,  and 
we  suhsequeDtly  teamed  that  two  cases  of  scarlet  fever  had 
been  removed  from  the  stair  she  lives  in  a  few  days  before. 
She  had  had  the  fever  during  childhood. 

On  admiasiou  she  was  somewhat  dazed,  with  dilated  pupils. 
There  was  tudema  of  legs  iind  feet.  She  still  oomptained  of 
the  throat  being  sore.  It  was  red  and  injected,  and  the  tonpoe 
thickly  coated,  with  red  papillte  showing  through  the  ooating. 
She  was  not  in  labour.  The  foetal  heart  sounds  were  distinct. 
Au  ouuco  and  a  half  of  bloody  urine  were  withdrawn,  and  on 
boiling  it  became  solid. 

The  treatment  consisted  of  20  oz.  saline  injected  into  the 
right  mcimmary  region,  a  dose  of  calomel  and  jalap  and  ftu 
enema  which  clcai-ed  the  bowels.  Milk  and  soda  and  imperial 
.drink  were  given  freely.  Daring  the  first  twenty-four  boors 
she  hud  eight  motions,  and  the  amount  of  urine  could  nut  be 
estimated.  She  was  sweating  freely.  The  albumin  was  much 
less.  Next  clay  she  passed  16  oz.,  and  ttie  next  73  ok.,  and 
thi*  next  126  oz.  and  two  motions.  There  was  merely  a  trace 
of  albinniii. 

On  IGth  May  the  patient  was  removed  to  a  private  house, 
&8  we  hod  no  means  of  isolating  her. 

24th  May.  —  She  has  kept  very  well  since  leaving  the 
hospital.  The  bowels  have  been  kept  free  with  a  dose  of 
salts  each  moruing.  Her  food  has  consisted  of  milk  diet. 
The  urine  has  not  txjen  meoHun^,  bnt  she  has  been  p&ssing 
plenty  of  it.  On  testing  it  to-duy,  1  found  there  was  a  goq- 
sideroble  traoe  of  albumin,  so  I  put  her  on  a  diuretic  of  acetate 
and  citrate  of  [totaah, 

•  2'Jth  May.  —Pains  began  on  the  aftomoou  of  the  28th,  and 
labour  wont  on  slowly.     At  11  a.m.  ou  the  29lb,  I  found  the 
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OS  Aboui  the  tiize  of  a  tlorio.  Th«  howeU  were  bliorougbly 
cleared  bj'  tn  enema,  and  10  gr.  chloml  and  20  of  bromide 
given  every  two  hours.  Sevurul  doses  of  this  were  ^ivGn 
after  delivery.  At  4  r.u.,  as  flhe  wan  beginning  to  complain 
of  headache,  I  gave  her  CHC'lp  dilated,  and  delivered  witii 
forceps  a  live  female  child  which  weighed  3i  Ih.  There  was 
DO  post-partum  hEemorrhage,  but  the  discharge  was  free.  There 
was  only  about  an  ounce  of  nrine  in  the  bladder.  It  had  a 
considerable  amount  of  albmnin  in  it. 

During  the  first  eighteen  hours  after  delivery  only  12  oz.  of 
urine  were  excreted,  although  she  had  been  taking  large  doses 
of  citrate  and  acetjiti;  of  potash,  hy  the  month,  until  dehvery. 
She  was  put  on  the  diuretic  again,  and  the  urine  soon  increased 
in  amount.  She  made  an  uninterrupted  recovery,  ami  her 
child  is  thri\nng. 

Case  iX, — Mrs.  McG.,  primipara,-  tet.  twenty-three,  six 
months  pregnant.  Her  lejis.  feet  and  face  had  been  swollen 
lor  three  weelts.  She  had  been  having  fits  every  quarter  of  an 
hour  for  four  hours  l>efore  admission,  and  was  quite  uncouscious. 
She  had  three  fits  after  admission,  and  was  so  restless  that  wc 
had  repeatedly  t-ti  chlorofonu  her  to  keep  her  in  bed.  Chlora] 
was  used  hypodermically,  10  gr.  every  hour  for  five  hours.  A 
pint  and  a  half  of  bicarbonate  of  potash  solution  whs  used  first, 
and  six  hours  later  two  pints,  with  acetate  of  soda  in  place  of 
the  bicarbonate  of  potash.  Labour  bad  not  come  on,  so  I  de- 
livered by  incising  the  cervix.  There  was  very  little  bleeding. 
We  hod  great  diOiculty  in  getting  the  bowels  cleared.  Five 
minims  of  croton  oil  bad  no  effect,  although  followed  by  a  largo 
enema  and  5  gr.  of  calomel.  They  were  ultimately  cleared  by 
a  very  large  dose  of  salts. 

The  urine  was  heavily  loaded  with  albumin,  and  contained 
numerous  tube  costs,  but  no  blood.  She  became  conscious 
about  twelve  hours  after  delivery,  but  twelve  hours  later  cedcma 
glottidis  set  in,  and  her  breathing  became  so  embRrtAft«.wl  vWi. 
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bmoheotomy  aeemed  necessary,  but  fortunately  steaming  relieved 
her.  This  is  the  second  case  in  which  J  have  seen  thiy  com|ilj- 
oation.  Nearly  two  years  ago  I  lo8t  a  patient  from  it.  Its 
onset  was  so  sudden  that,  although  the  resident  opened  the 
trachea  as  soon  as  he  i-eached  the  patient,  it  was  loo  late. 

The  kidneys  acted  after  the  injection,  hut  the  diurt^ts  was 
not  BO  marked  as  in  some  of  the  other  cases.  The  albomin 
rapidly  disappeared,  and  she  made  an  uninterrupted  recovery 
after  the  cedema  glottidis  subsided. 

Acetate  of  soda  was  used  in  the  second  injection.  I  in* 
tended  using  it  alone,  but  unfortunately  had  none  at  band  at 
first. 

Ccue  X. — Mrs.  T.,  »t.  twenty-three,  i.-para.  admitted  -iih 
September  at  11  p.m.  This  patient  was  nnoonscioua.  She  had 
been  having  frequent  tits  since  the  morning.  Swelling  of  hj&r 
face  and  limbs  had  been  noticed  for  two  days.  She  was  stoat 
and  well  nourished.  Uer  face  was  much  swollen  and  Uvid ; 
her  pupils  dilated,  hut  reacting  to  light;  her  pulse  rapid  and 
tense,  and  her  breathing  slightly  stertorous.  The  uterus  was 
in  a  state  of  tonic  contraction  ;  the  cervix  thinned,  and  the  os 
admitted  one  finger.  The  urine  was  higldy  albuminous,  tihnw- 
ing  over  threo-quarters  on  boiling. 

Treiitttu'tit. — Hot  pack ;  saline  injection  of  fully  2  pints  (sodium 
chloride  and  acetate  ^  dr.  of  each  to  the  pint)  ;  10  gr.  ohloral 
hydrate  h^'podermically.  repeated  twice  during  the  next  four 
hours  ;  large  doses  of  Epsom  salts  by  the  mouth  and  imperiaj 
drink.     The  bowels  moved  freely  during  the  night. 

dth  September. — Twelve  hours  after  admission  fdie  had  • 
general  convulsion.  Under  CHCl^  I  easily  dilated  the  cervix 
and  delivered  by  forcepb.  The  child  was  slightly  uiacerated. 
The  saline  injection  was  repeated  (2  pints).  She  was  passing 
uxine  unconsoioualy,  and  the  bowels  were  moving  frequently. 

6th  September. — Twitching  of  the  face  was  followed  by  a 
general  convulsion  at  3  a.m.     The  stnpor  had  now  deepened 
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ftnd  tb9  pupils  would  not  reaot.  The  pulse  was  still  very  tense. 
A  hot  pack  was  applied  every  four  hours.  About  10  v.u.  the 
coraii  was  so  profound  I  determiatHl  to  hleed  her,  and  we  with- 
drew fully  ^0  07,.  from  the  light  median  basilic  vcmu,  and  ran 
into  the  vein  20  oz.  of  normal  saline  solution.  Before  the 
operation  was  completed,  the  reflexes  had  returned,  and  the 
pupils  reacted  to  light.  The  .albumin  in  the  urine  was  reduoedj 
to  one-fourth. 

7th  September. — Unoonsoioas,  but  not  deeply  comatose ; 
pupils  reaoting  ;  pulse  softer ;  urine  Freely  passed  into  bed. 
Gave  her  calomel  and  jalap  and  a  saline  iujcotion  of  one  pint 
(sodium  chloride  and  pot.  bicarb.  30  gr.  of  each).  Analysis 
of  urine  by  Dr.  Carstairs  Douglas ;  "  100  com.  Ught  amber- 
uoloured,  clear  urine:  sp.  gr.  lOlH  ;  sugar,  a  tnice  ;  acetone 
absent ;  blood  absent ;  bile  aUent ;  albumin  barely  1  in  1000  ; 
urea  1*6  per  cent.,  fail*  amount ;  uric  acid  0071  per  cent,  up 
to  normal  ;  no  deposit  ". 

Sth  September,  —  Slightly  conscious  ;  oidoma  rapidly  die- 
appearing. 

9th  September. — Increasing  signs  of  intelligence. 

lOth  September, — .About  "2  a.m.  she  complained  of  paiu  in 
the  abdomen,  and  was  slightly  sick.  The  pain  was  relieved  by 
fomentations,  but  the  sickness  recurred  slightly.  Her  pulse 
became  rapid  and  small.  By  10.30  a.u.  the  abdomen  was  very 
much  distended  and  tense,  and  ahe  was  profoundly  collapsed. 
She  was  freely  stimulated,  but  died  al>out  fourteen  hours  from^ 
the  onset  of  the  pain. 

Twenty-four  hours  before  her  death  I  had  given  a  very 
hopeful  prognosis.  The  albumin  had  almost  disappeared,  and 
everything  pointed  to  her  speedy  recovery.  I  could  not  under- 
stand this  sudden  abdominal  compUcation.  She  had  absolutely 
no  indication  of  sepsis.  Her  tem[>crature  had  never  l)eeQ  raised. 
Fortunately  we  were  able  to  make  a  post-mortem  examiuatioo. 

The  abdomen  was  distended  with  a  bile-stained  duid,  ia  wUvi^ 
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floated  masses  oi  ourdlod  milk,  Xhure  was  ao  blood  in  the 
fluid.  Wo  found  a  perforated  daodenal  uloer  largv  enough  U> 
admit  the  forelinger.  There  was  no  evidetioe  of  any  thicken- 
ing, or  any  attempt  at  adhesions  ;  it  was  as  clean  cut  ua  if  it 
had  been  done  with  a  puuob.  The  stomach  and  duodenuni 
were  otherwise  quit©  normal.  There  was  ven.'  little  peritoneal 
injectiou.  The  hoart,  lungs  and  kidneys  were  normal.  The 
uterus  was  normal,  and  well  involuted. 

The  nicer  must  havu  perfuruted  at  the  time  nhc  complained 
of  the  abdominAl  patn.  We  had  nothing  lo  indicate  what  had 
happened.  We  got  no  history  of  previous  pain  or  disoomfori. 
It  is  a  wonder  that  the  strong  purgatives  administered  had  not 
caused  perforation  several  days  sooner. 

The  eclampsia  had  been  ctired.  The  albumin  bad  practically 
disappeared.  Although  the  patient  died,  I  think  the  case  o&u 
rightly  be  claimed  as  a  successful  one,  so  far  as  the  treatment  of 
the  eclamptic  condition  goes.  It  illustrates  how  important  it 
ia  to  obtain  a  post*mort«ni  examination  in  all  fatal  puerperal 
oases. 

Case  XI. — Mrs.  McL.,  ajt.  twenty-nine,  vii.-pani,  about  full 
time  ;  admitted  28th  September,  at  8.45  P.M. 

This  patient  has  had  symptoms  of  kidney  disease  for  two 
years.  She  had  dropsy  after  her  Inst  oontinemont.  She  hod 
been  having  frLKjuent  convulsions  since  morning,  and  was  an- 
oonsoions,  but  not  deeply  comatose.  Her  foce  was  swollen : 
pupils  dilated,  but  reacting  :  pulse  rapid,  full  and  tense.  There 
ware  signs  of  cardiac  hypertrophy.  Tlte  lungs  were  dear.  The 
small  amount  of  urine  obtained  by  catheter  was  very  dusky  and 
smoky,  and  became  ahnosi  solid  on  boiling.  The  os  would 
admit  three  tingers,  and  the  cervix  was  soft. 

Treatment. — Kpsom  salts  in  large  dose,  tr.  veratram  viridis 
(10  miu.)  hypodermically,  saline  injection  of  "Ih  pints  (acetate 
and  chloride  of  sodium,  1  dr.  u(  each  to  the  pint),  hot  pack, 
delivery  by  aceONchctnettt  /ore/  by  bipolar  version. 
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Ah  the  ehild  was  alive,  I  pushed  the  hoad  throogli,  by  eupni- 
pubic  pressuro,  causing  a  deep  laceration  towards  the  left  side 
nf  the  cervix.  The  bleeding  was  free,  and  we  allowed  it  to  ^ 
on  {or  some  time.      It  was  easily  coolrolled  h\  stitehea. 

The  veratnim  viride  did  not  reduce  the  pulse  rate.  Oiui*eBi6 
began  witliin  two  hours,  and  the  bowels  moved  freely. 

29th  Seplomber.— The  patient  ts  conscious,  but  drowsy, 
passing  urine  freely.  The  albumin  is  reduced  to  one  half. 
There  is  slight  hteiunturia.  KpUhelial  iitu)  granular  oasts  are 
present. 

Ist  October. — Ts  quite  conscious,      Alhumiii  one  quarter. 

She  made  an  uninterrupted  recovery,  but  the  albumin  jMjr- 
Htsted.     The  cervix  healed  throughout  by  first  intention. 

When  tbu  child  was  two  days  old  its  urine  contained  a 
considemhle  amount  of  albumin,  and  it  was  loaded  with 
urates. 

Case  XII. — Mrs.  M.,  tct.  thirty-eight,  ii.-para,  six  months 
pregnant ;  admitted  2dth  September.  12.30  p.m. 

It  is  sixteen  years  since  ttiis  patient  had  a  child.  She  is  a 
second  wile,  and  curiously  enough  her  predeoessor  had  died  of 
eolampsia.  RwelliuK  of  the  feet  had  been  noticed  for  the  last 
two  months.  The  convulsions  had  come  on  twelve  hours  before 
admission,  and  she  had  been  unconscious  from  the  first.  The 
.ta  hud  been  very  "freqiient  and  severe — nine  within  the  last 

ree  hours. 

She  was  unconscious,  but  not  deeply  comatose.  The  pupils 
were  dilated  but  reacting,  the  pulse  rapid  and  tense.  There 
wag  considerable  general  oedema.  She  bad  a  convulsioti  shortly 
after  admission,  while  being  washed.  The  os  admitted  two 
fiogers.     There  was  no  urine  in  the  bladder. 

Treatment. — Kpeom  salts  by  the  mouth,  10  min.  Ir.  verat. 
viridis  bypodemiiinilly,  saline  injection  'i\  pints  (acetate  anil 
chloride  of  sodium  1  dr.  of  each  to  the  pint),  hot  paoks, 
acvfuchmnent  fore'.     I  did  bipolar  versvovA,  aaA,  ».*.  N>^%  Vatiy^vK 
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\vus  aot  viable,  perforated  the  after-coininf;  bead  Uirou^h  the 
roof  of  the  mouth.  There  was  no  bleeding.  After  delivery 
the  pupils  were  unequal  in  size,  hut  reucliug  to  light.  Pulse 
was  much  softer  and  slower. 

Free  diuresis  ftet  in  within  a  few  hours,  Tlie  unae  was 
passed  uuoonsoiously.  A  catheter  spcoimen  became  almost 
Bohd  on  huilin)!.  By  eveniug  she  wii»  beginning  to  be  coiisoioas. 
Physical  examination  of  the  lungs  showed  them  to  l»e  extrecoely 
wdeuiaUiuB.  eajwcittUy  the  rij^hl  one. 

2tjth  Soptftmhor. — Piitit^nl  oontiuiouH.   but  cerebratioa  slow. 
[Pulee  rapid  and  teuse.  breathing  hurried,  considerable  oough, 
urine  copious,  albumin  one-fourth. 

27th  September. — Poise  still  rapid,  slight  dyapucaa.  fine 
raleti  idl  over  right  lung  and  lower  lobe  of  left,  urine  copious 
(albumin  onu-eighchi,  bowels  kept  open  by  salts.  paUent  restless 
tiiid  slightly  delirious  »t  ni^ht. 

28th  September. — Fluttoning  of  perouHsion  note  all  over  left 
upjier  lobe,  especially  al  back  of  chest. 

lOth   October. — The  pneumonia   has    now   subsided.     Uer 
temperature  was  never  very  high.     It  is  now  normal.     There 
lis  atill  some  albumin  in  the  urine. 

C(ts»f  A'///. — Mrs.  R..  i.-para,  int.  twenty-eight;  full  time; 
admitted  Hth  Uocober,  at  7  a.u.  This  patient  was  bi^iught  to 
hoMpital  by  a  doctor,  who  had  (ailed  to  deliver  her  with  forotipa, 
after  repeated  efforts.  She  had  been  subject  to  swelling  of 
the  feet  and  legs  during  the  whole  pregnancy.  No  history  of 
headache  or  convulsions. 

On  admission,  pulsu  fuirly  good  ;  face  pufly  ;  legs  and 
abdominal  wall  ver>'  oedomatous.  The  woman  was  quite 
conscious,  but  drowsy  and  heavy.  The  true  conjugate  we 
eslimatod  at  not  more  than  2^  in,  About  9  a.m..  immediatoly 
after  a  vaginal  examination,  she  took  a  severe  general  con- 
vulsion. ClUoroforiij  was  given  at  once,  and  craniotomy 
purformwl.     The  operation  was  a  dithcult  one,  as  we  had  to 
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perforate  the  chest  and  remove  the  lungs,  Ivefore  the  body 
could  be  dehvered.  Thei"ft  was  no  post-partnni  htcmorrhrt^e 
of  any  ainouub,  aud  what  blood  came  was  very  dark  in  colour. 
Durinn^  the  opemtiaa  the  pulse  was  very  feeble  and  uould 
scarcely  be  uounted. 

Three  pints  of  saline  solution  (sodium  acetate  and  chloride, 

1  dr.  of  each  to  the  pint)  were  injected  under  the  rijt^lit  breast, 

and  she  was  put  into  a  hut  pack  immeiliately  after  delivery. 

Two  ounces  of  Epaom  salts  were  given  at  noon,  and  half  an 

)unce  every  hour  until  the  bowels  moved  at  6  p.m. 

There  was  no  urine  in  the  bladder  on  admission.  A  few 
ounces  were  ^ot  Iiy  catheter  four  hours  later.  Since  theu  she 
has  been  passing  a  very  large  amount  of  urine.  The  Hrat 
»pecinieii  contained  aljout  one-fourth  albumin  ou  Ixiiling,  a 
trace  nf  hlood ,  a  few  pus  corpuscles,  and  some  epithelial 
tulw  casts. 

Ifith  October. — Her  t>emporature  i-ose,  and  we  found  indi- 
cations of  pleurisy  and  pneumonia  in  the  left  lung. 

18th  October. —The  albumin  has  rapidly  decreased .  There 
is  now  merely  a  trace,  and  she  is  progressing  favourably.  The 
uterus  is  involuting  well. 

The  pleura-pneumonia  quickly  resolved,  aud  she  made  a 
good  recovery. 

(■(Mc  XIV. — -Mrs.  B.,  Hst.  twenty-two,  l.-pani.  was  adraitte<l 
to  hospital  suffering  from  eclampsia,  having  liad  five  fiU  in  four 
hoars  before  admission,  and  one  just  after  admission.  She  was 
at  full  time  and  lal>our  was  just  conutiencing.  The  conjugate 
vera  was  l)arely  3  in.  The  child  was  alive  and  lay  with  its 
head  very  much  overlapping  the  symphysis.  The  patient  was 
a  very  small,  anicmic  woman,  with  badly  deforme<l  legs,  a 
marked  lumbar  scoliosis,  with  the  convexity  to  the  right,  and 
a  badly  deformed  chest.  She  was  quite  comatose,  with  a 
pulse  running  at  130.  The  unne  tiecame  nearly  solid  on 
boiling. 
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Two  pints  of  saline  solution  (acetate  and  chloride  of  sodiiiui) 
were  transfused  under  her  right  hreant,  and  four  tablespoon t^ful 
o(  mas.  aulph.  introduced  into  her  stomach  through  a  tube. 

With  an  ordinary  niz-eil  pelvis  the  condition  would  have  boen 
bad  enough.  To  deliver  her.  we  had  either  to  wait  until  the  oe 
was  dilated  and  porforat  ci-aniotomy,  or  dilate  it  artilicially  with 
the  bame  ol)ject,  or  else  deliver  her  by  Ctesarian  section.  As 
the  child  was  quite  rigorous,  I  decided  to  do  the  latter,  and  to 
removB  thf  uterus.  She  was  prepared  at  once,  and  I  operated, 
assisted  hy  Dr.  Gibson,  within  two  huuiH  of  admission. 

I  opened  the  uterus  in  the  usual  way,  cutting  down  into  ihe 
placenta,  which  was  attached  to  the  anterior  wall  The  child, 
a  male,  was  quite  vigorous  and  of  full  size,  7i  Ih.  in  weight. 
An  elastic  ligature  was  passed  round  the  uterus  low  down  to 
control  the  htemorrhage  while  the  broad  lif(aaients  were  bein^ 
tied  and  cut.  1  then  incised  the  peritoneam  of  the  uterus  and 
stripped  it  down,  and  amputated  through  the  cervix.  The  uterine 
arteries  were  easily  secured  and  tied.  I  then  stitched  the  cer- 
vical stump  and  finally  united  the  peritoneum  over  it.  There 
waa  verj  little  blood  lost  durinj^  tba  operation.  A  quart  of 
normal  saline  solution  was  pot  intn  the  peritoneal  cavity,  and 
the  a)>dominal  wound  closed. 

The  patient  stood  the  operation  wonderfully  well  and  booq 
rallied,  hut  her  pulse  remained  quick.  She  became  conscious 
in  about  twenty-four  hours.  The  albumin  quickly  disappeared 
from  the  urine,  and  for  six  days  she  did  well.  On  the  sixth 
day  1  examined  the  wound  and  found  it  healed.  There  was  no 
abdominal  distention,  and  everything  seemed  io  point  to  a' 
speedy  recovery,  but  on  the  seventh  day  her  breathing  became 
rapid,  and  tihc  complained  of  pain  in  her  ohcAt,  and  there  was 
evidence  of  onleiua  in  both  lungs,  and  some  dulness  in  the  right. 
There  was  no  alMlominal  pain  or  distention.  Her  pulse  rose  to 
140.  and  the  temperatuiv,  which  had  l>een  normal,  rose  to  lOr. 
The  lung  condition  rapidly  grew  worse,  and,  in  spite  of  free 
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HtimuUtion,  she  gradually  sauk  and  died  on  tho  uightb  day. 
Wo  did  not  oblaia  a  post-partum  examination,  hut  there  was 
no  evidence  of  sepsis  in  bhe  case, 

Tbti  ultimate  retiult  was  exceedingly  diHappointtng,  but,  .so 
far  (i9  the  eclampsia  was  concerned,  it  had  been  cured. 

Ccute  XV. — Mrs.  M.,  x.-pam,  «t.  thirty-aix,  was  admitted  to 
the  hospital  from  the  out-dooi*  deportmeDt.  on  account  of  post- 
partuui  convulsions.  The  fits  had  commenced  shortly  after 
tlehvery,  and  had  been  recuiTing  very  rapidly.  The  friends  of 
the  patient  had  at  first  refused  to  allow  her  removal  to  hospital, 
so  the  out-door  resident  had  infused  2  pints  (acetate  and  chloride 
of  sodium)  under  the  right  breast.  She  was  shortly  afterwards 
brought  in.  She  was  unconscious,  and  the  urine  was  heavily 
loaded  with  albumin.  Four  ouuces  of  ma^.  sulph.  were 
introduced  into  the  stomach,  15  oz.  of  blood  di*awn  from  tho 
median  twsilic  vein,  and  2  pints  of  saline  infused  into  the 
abdominal  wait.  She  regained  consciousness  nine  hours  later, 
and  made  a  good  recovery,  except  that  an  al^scess  formed  under 
her  right  hroast  and  had  to  tie  opened  on  the  ttmCh  day.  She 
was  in  a  very  dirty  house,  and  it  was  impossible  to  carry  out 
strii-t  aseptic  methods  in  giving  the  infusion.  She  had  no  fits 
after  admission. 

Oa«»  XVI. — L.  H..  single,  i.-para,  tet,  twenty-six,  about 
seven  and  a  half  months  pregnant. 

This  patient  was  admitted  with  axtcma  of  feet  and  legs  : 
cyanosis,  hut  no  audible  cardiac  murmur.  The  urine  was 
heavily  loaded  with  albumin,  and  there  were  some  hyaline  caflt« 
present.  She  waa  freely  purged  and  put  en  a  diuretic.  On 
the  second  night  she  took  a  severe  fit.  As  her  pulse  was  full 
and  of  high  ttmsion,  Xrt  ok.  of  blood  were  drawn  from  the  right 
median  basilic  vein,  2  pints  saline  (aoet.  and  chloride  of  sodium) 
infused,  and  5  o&.  mag.  sulph.  inti>}duced  into  the  stomtich. 
The  anconsciouHness  soon  passed  off,  and  she  took  no  more 
fits.     Next  day  labour  oame  on,  aud  aha  >««a  ft>!^N«c«A.  "aV  «.  ^«s»^ 
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child.  The  fu!tal  heftrl  had  never  bean  audible  during  residence. 
She  had  no  more  tits.  The  albuuiin  lestiened  in  amoant,  bu( 
did  not  entirely  diaappear,  and  the  casts  remained.  There  was 
evidently  nephritis  in  this  ease. 

Case  XVII. — Mrs.  B.,  i.-para.  mt.  twenty-three,  full  time. 

ThiH  patient  had  enjoyed  i^ood  health  during  her  pregnancy, 
but  during  the  last  few  days  her  feet,  legs  and  face  had  beoome 
swollen.  She  had  not  slept  well  for  several  nights.  When  T 
saw  her  first,  some  hours  after  the  onset  of  labour,  she  was 
complaining  of  severe  hea«lache.  There  was  marked  cedemacif 
the  face,  legs  and  feet,  and  the  urine  was  heavily  loaded  with 
blood,  [t  be<;ame  alrnost  solid  on  boiling.  As  the  os  waH 
dilated,  I  Rave  her  chloraform  and  delivered  with  forceps.  Thtt 
child  was  dead,  .\fter  the  patient  came  out  of  the  antesihetic 
she  said  her  headache  was  relieved. 

She  was  given  a  large  dose  of  salts,  imperial  drink,  and 
chloral  and  bromide,  and  put  on  milk  diet.  Twelve  hours  after 
delivery  she  htui  a  slight  Qt,  and,  two  hours  later,  two  vei'\ 
siivere  ones  in  rapid  succession.  I  gave  her  chloroform  and 
infused  U  pints  of  saline  under  her  right  breast,  using  3  dr.  of 
af4?t»l{!  of  soda  alone.  A  hot  pack  whs  applied,  and  as  soon  as 
sliL*  couJd  swallow  another  tlose  of  salts  was  given.  ThrtH? 
hours  later  she  had  two  more  fits,  when  15  min.  tr.  vemt.  viridis 
were  given,  and  10  min.  more  an  hour  later.  The  venttrnni 
had  no  appreciable  eUect  upon  the  pulse.  The  hot  pack  was 
re{>eated.  The  Ixiwels  soon  began  to  move  freely.  Her  pul.se 
was  very  weak,  so  free  stimulation  with  whisky  was  re^nrtad 
U}.  In  the  evening  her  temperature  was  103  F.  She  wa**  ax- 
cretiug  large  <|uantities  of  unne,  but  it  was  heavily  loaded  with 
blood,  which  did  not  disappear  from  it  until  the  fourth  day,  and 
she  did  not  regain  full  consciousness  until  then.  During  this 
time  her  temperature  rangwl  between  101'  F.  and  103°  F..  and 
aften-  that  it  fell  to  normal.  She  made  a  good  reoovery,  and 
has  since  bad  &  second  chi\A.     \  exartv\tveilV«,T  urine  froquentiy 
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throughout  the  second  prei^nnnoy,  but  never  found  a  trace  of 
albumin  in  it. 

Case  XVIJI. — liccurrenl  EcUvmpsia. 

I  Baw  this  case  iu  conftultalion  with  Dr.  JamcH  Adank,  o( 
Hamilton,  to  whom  I  am  indebted  for  the  following  notes :  — 

Mrs.  F.,  v.-para.  cet.  thirty-eight,  pregnant  about  seventh 
month.  The  patient  hud  not  felt  very  well  during  tfaiH  pii?g* 
nancy.  The  fcetal  movementa  had  grown  weaker  during  the 
last  few  days.  Two  days  before  Dr.  Adain  saw  her  she  had 
taken  rather  a  long  walk  and  felt  ill  next  day.  Tjabour  camp 
on  during  the  ttuoceedtiig  night,  and  a  premature  dead  female 
child  was  born  before  Dr.  Adam  reached  the  house.  About 
four  and  a  half  hours  after  delivery  she  took  a  convulsion,  a 
second  one  in  an  hmu'  and  a  half,  and  a  third  one  half  an  hour 

rlater.  There  was  marketl  ainaurosie  ;  she  could  perceive  light, 
but  could  not  distinguish  objects  or  persons.  She  hod  severe 
headache,  and  a  feeling  of  faintnesa  and  sinkintf.  There  wits  a 
tendency  bo  diarrbcea,  pronounced  a-deiim  of  eyelids  and  face, 
and  the  urine  was  loaded  with  albumin.  A  hot  mustard  pack 
was  given  at  once,  then  the  patient  \mik  rubijed  i\r\  and  sur- 
rounded with  hot  Iwtiles.      Tbin  prtkluced  free  perepiration. 

I  A  saline  purge  was  given  and  a  bromide  mixture.  There  were 
no  more  (its.     The  amaurosis  disappeared  a  few  hours  aftei  the 

I  tits  ceased,  and  the  patient  made  a  gooil  recovery.     There  was 

Isome  thrombosis  of  the  left  inaphenous  vein,     The  albuoiin  had 
almost  disappeared  in  a  week,  and  was  quite  gone  in  a  month, 
hui  a  slight  trace  whs  again  found  a  couple  of  months  later. 
Vane  A*y A'.  —  Second  attii<:k. 

The  patient  was  now  forty-three,  five  and  a  half  months  jijone 
in  her  sixth  pregnancy.  .-Vfter  her  last  confin«m«nt  Dr  Adam 
advised  her  to  take  much  more  lltiid,  as  he  found  that  she  h:ul 
been  taking  hai-dly  any  fluids  with  her  food.  When  she  became 
pregnant  this  time,  her  urine  was  examine^l  at  regular  intervals, 
and  found  free  from  albumin,  until  about  a  mQUt.K%.9f^,^WAv^ 
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haze  appeikrwl  atu\  pereisted,  hecouiiu^  slit^htly  more  distincC 
but  never  more  ihan  "  a  cloud,"  on  boiling.  During  three 
nights  she  had  heen  brdathlees,  a.nd  then  she  had  a  convulsion 
at  8  A.M.  wboii  Vr.  .VJam  saw  her.  She  had  notiood  »wuUia^ 
ol  the  face  and  liinba  that  inoruing  before  the  tit.  There  werH 
no  labour  [mins.  The  ftstal  niovementB  had  been  weitk  for  the 
previous  fortnight.  She  was  put  on  milk  and  bartey  water, 
Hnd  given  a  diui-et-ic  mixlui-e  and  1  oz.  of  mag.  sulph  She 
took  three  more  (itH  within  twenty^four  hours.  Dr.  Adam  de- 
cided to  induce  labour,  and  under  chloroform  tried  to  dilate  the 
cervix  with  Hegar's  dilators,  hut  could  nnly  get  it  dilated  suffi- 
ciently to  introduce  one  finger.  There  was  extreme  rigidity  at 
the  internal  oa. 

I  saw  the  patient  with  hini  twelve  hours  later.  She  had 
had  a  fourth  fit.  a  veiy  severe  one.  about  foiw  houra  l>efDre 
this,  and  several  hours  after  the  attempt  to  induce  labour. 
After  her  fourth  tit  she  wiis  given  i  a  pint  of  saline  solution 
subeutaneouuly  and  10  tiitn.  tr.  vurat.  viridiit.  1  gave  her  2 
pints  of  saUne  (acet  and  chloride  of  sod.)  into  the  abdominal 
wall,  and  forcibly  dilated  the  cervix  and  cleared  the  utcruH. 
The  fcctu.s  was  alive.  T  .e  cervix  wag  exeeedingly  rigid  and 
required  considerable  force  to  dilat 

The  patient  made  a  good  rr>;  overy,  but  a  small  abscess 
fomie^l  at  the  seat  of  puncture. 

The  following  is  Dr.  Carrttairs  Douglas's  report  of  the  urine : — 

**  Colotu:.  araber,  clear ;  odour,  nonnal ;  specific  gravity, 
1022 ;  reaction,  distinctly  acid  :  deposit,  mucous  oloud :  albu- 
min, present  but  not  ubuudant  U'75  per  thousand  (Kabaoh) ; 
sogar,  blood,  bile,  pus,  acetone,  alvsent ;  urea,  1*2  jier  oont. 
(rather  low):  microscope,  practically  negative.'" 

This  is  the  only  case  of  i-ccurrent  eolampsia  I  have  ever 
fiaen  The  smalt  amount  of  albumin  in  the  second  attack  is 
somewhat  remarkable.  I  imagine  it  to  be  a  case  of  cfanmic 
rBa»I  mmohiet 
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('ani'  XX. — Mi%.  v.,  i.-para,  ael.  etghteen,  full  time. 

This  case  was  deliTored  by  fltudentn  of  a  healUiy  child  on 
the  afternoon  of  20cb  August.  They  did  not  notioe  unythinf; 
abuonual  in  her  coadition.  One  hour  after  delivery  she  had  a 
fit  Ui«tiDg  Que  minute,  and  Ixifore  she  cuiUd  be  lenioved  to 
hospital  Hhc  had  two  more. 

At  Ave  ynara  of  age  she  had  scarlet  fever,  hut  her  hnalth  had 
l>een  otherwise  excellent.  During  the  pregnancy  her  healtJi 
was  good.  At  the  sixth  month  there  wafi  slight  sweUiug  of 
xbe  (oet.  The  day  before  delivery  she  complained  of  head- 
rtohe  and  was  ven,-  sick,  with  vomiting.  Sht!  had  no  loss  of 
TiHion. 

Condition  on  admission  :  She  seemed  quite  unconscious  and 
struggled  violently,  and  resisted  any  cue  who  tried  to  move  lier. 
The  pupils  were  Hipiat  and  moderately  contrarcted.  There  was 
no  aweUiog  of  any  {lart  of  the  lx)dy.  Eighteen  ounces  of  urine 
were  talten  by  catheter.  It  contained  a  small  amount  of 
nlhuniin. 

Shortly  after  admission  she  hud  a  genemJ  epileptiform  subc- 
ure,  with  rotation  of  the  bead,  and  conjugate  deviation  of  the 
eyes  t-o  the  right.  Fits  recurred  at  intervals  up  to  3  a.m.,  and 
by  this  time  she  hud  seventeen  in  all.  She  now  passed  almost 
into  the  state  of  "  status  epilcptious,"  so  that  chloroform  had 
to  be  administered  for  HlK>ut  one  hour,  after  which  the  fits 
ceik>ied. 

TreahnetU. — On  Mliiiissiun  she  was  given  4  oz.  of  sulplmte 
of  magnesiii  by  the  stomach  tube,  and  a  saline  infusion  uf  2 
pintK  (1  dr.  t'lLch  nf  acetJtte  and  chlonde  of  sodium  to  the  pint) 
into  the  alxlominal  wall.  The  latter  was  repeated  two  hours 
later.  A  hot  jMok  was  applied  twice.  Shu  was  given  *20  gr, 
o[  chloral  and  lU  gr.  of  bromide  by  the  stooiacfa  tube.  This  waa 
repeated  some  hours  later. 

'Jlst  August. — She  has  had  no  more  tits  and  has  slept  very 
well,  but  is  verj*  restless  and  only  semiconscvuui&.     TVvm  Vifo'ai^^ah 
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have  tiirivpd  Pij'ht  time«,  and  she  has  passed  tirine  inUi  the  be<l 
freely. 

22nd  August. — She  is  still  unconsciouB  and  very  reetleeB. 
Karly  this  niorning  sha  became  wildly  excited,  and  could  only 
bo  kept  in  hed  with  great  difiieulty.  She  wfts  ^iven  another 
dose  of  sulphate  of  magnesia  and  20  gr.  of  chloral  and  40  gr.  of 
bromide  by  the  stomach  tnl)e.  After  this  she  became  quiet  and 
soon  fell  asleep.  Her  orine  is  dark  in  colour  and  with  a  very- 
heavy  dopostt  of  urates.  There  is  only  a  trace  yf  albumin 
present. 

23rd  August. — She  was  not  nearly  so  restless,  and  appeartnl 
to  be  a  Uttle  more  rational.  Face  slightly  jnundiceil,  and  the 
urine  contains  a  truce  of  bile.     The  motions  are  clay  coloured. 

24th  .Au^isl. — To-day  she  seemed  quite  right  and  answered 
questions,  but  was  drowsy  and  disinclined  to  talk.  She  asked 
to  see  her  baby  for  the  first  lime.  The  jaundice  is  quite  dis- 
tinct, and  there  is  a  good  deal  of  bile  in  the  urine. 

2filh  .Vugust. — She  continue>i  to  improve.  The  jaundice  is 
less.  The  urine  still  contains  bile  and  a  trace  of  albumin.  A 
tew  oasts  were  seen  in  the  deposit  lo-day.  The  patient  cannni 
remember  anything  about  hor  labour,  or  aul)soqnent  to  it.  until 
she  l)ecaine  conscious  on  the  24th. 

30th  August. — There  is  now  no  albumin  in  the  urine,  and 
only  the  faintest  trace  of  bile.     The  jaundice  has  disappeared. 

31  St  August. — Thf  patient  was  discharged  lo-ifuy  feeling 
quite  well. 

This  was  the  woi-st  cu«e  of  post-partum  eclampsia  I  have 
had  to  deal  with.  There  was  not  very  much  albumin  m  the 
urine,  and  her  kidneys  were  evidently  acting  freely  enough,  ua 
tfaci'e  were  18  07..  of  urine  in  the  bladder  within  three  hnui^i 
after  delivery.  Her  liver  was  evidently  involveil,  and  (hat 
prolxibly  accounts  for  the  severity  of  the  attack.  In  case  ixi., 
where  there  was  a  second  attack  of  coma,  there  was  much 
more  bUe  in  the  mine,  but  she  did  not  show  so  much  jaundice 
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superficially.  The  fatal  cast^,  from  which  ihe  coloured  plate 
was  taken,  did  not  shuw  much  jaundice  superficially,  but  there 
was  too  little  time  for  it  to  manifest  itself  before  death. 

Case  XXJ. — Mrs.  B,,  ieE.  twenty,  ii.-para,  sixth  month, 
admitted  12th  January,  at   11. 4o  p.m. 

For  two  dayB  prerious  she  had  had  a  violent  headache  and 
Rome  sickuesB.  CouvulBJuns  had  come  on  in  the  evening,  and 
tshe  had  had  six  tits  by  the  time  of  admission. 

Her  face  was  putTy,  but  there  was  no  marked  (fdema.  She 
was  semicomatose.  A  catheter  speoitiien  of  her  urine  became 
quite  solid  on  boiling.     The  os  admitted  one  finger. 

Tlio  treatment  adopted  was  a  laruc  dose  of  salts,  10  gr.  of 
chloral  hydrate  hypodermioally,  *2  pints  of  saline  infusion,  and 
a  hot  [Mick,  As  the  tits  continued,  I  cleared  tlie  uterus  by 
ita-4turki'iiu'nt  j'orcf'.  The  hot  pack  and  chloral  were  repeated. 
I'Vee  diuresis  was  quickly  established,  and  the  bowels  acted 
well. 

The  fits  continued  until  the  evening  of  the  ISlh — -that  is. 
for  about  twenty-four  hours.  She  had  in  all,  twenty-eight — 
ten  before  and  eighteen  after  delivery.  At  noon  on  the  13th  I 
gave  her  another  2  pints  of  the  infusion,  and  10  min.  ti*. 
veratruiii  viridis  hypodermically.  During  the  next  two  days 
she  was  very  stupid,  but  cotild  be  roused.  She  was  passing 
plenty  of  urine,  and  the  bowels  were  actin^^  freely.  The  arm 
into  which  the  t-hloral  hail  been  injected  became  inflamed. 
Hot  boraciu  applications  soon  relieved  this.  By  the  16th  she 
was  quite  conscious.  The  albumin  htul  almost  entirely  dis- 
appeared. 

Karly  on  the  iiioraing  uf  the  17th  she  became  deeply 
comatose,  and  i-emained  bo  the  whol**  dav.  Dr.  Ollphant  saw 
her  with  me  in  consultation,  and  we  practically  gave  up  hopes 
of  saving  her.  About  10  p.m.  we  fed  her  with  meat  juice, 
brandy  and  milk  through  a  tube,  gave  her  'J  pint):  of  infusion, 
and  10  min.   tr.  veratrum  viridis.      At  2  and  ^  ^..u.  qu  \.W 
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COMPLEX  on  COMPLICATED  LABOURS  [fcmltnu^l). 

Mat«ri)&l   Complications    (Cvntinufil] — MalforinaLionH   uf  tlif    L'tarutt — 
t^liour  in  a  Double  L'tcrus — L&bour  iu  &  Cast*  uf  t'lanis  Diilolphya. 

Maternal  (Complications. 

Malformations  of  the  Uterus. — Th«  uterus  ih  formed 
from  the  juootion  and  blendinji  of  tlie  two  MuUerian  ducts. 
In  the  eurly  days  of  embryonal  life,  before  the  junction  and 
blending  of  the  ducts  have  occurred,  the  organ  is  a  double  one. 
If  the  juQctiou  occurs,  hut  the  iwo  ducts  do  not  blend,  or  if 
the  junction  doea  not  occur  at  all,  or  only  occurs  in  part,  an 
ahnorumi   uterus  is  She  result. 

Uterus  Didelphys. — The  two  ducts  have  remained  com- 
pletely Repamtc.      There  will  be  a  double  ragina  iilso. 

Uterus  Bicornis  Duplex. — The  two  ducts  have  joined  but 
have  not  blondfd.  They  lie  united  throughout  side  by  side, 
but  the  wall  of  junction  remains  instead  of  disappearing.  The 
va^na  may  be  double. 

Uterus  Bicornis  UnicoUis. — -The  tubes  have  united  and 
blended  lii  tiie  cervix  hut  are  separated  above.  The  vagina 
may   l)e  double. 

Uterus  Subseptus  or  Subpartitus. — The  two  tulies  hnve 
unitfld,  hut  thn  blendint"  of  the  two  canals  is  not  complete. 

Uterus  Cordiformis. — The  ducts  have  united  and  blended, 
hut  at  the  fundus  there  still  remains  a  depression,  indicating  the 
double  orifipn. 
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Uterus  Unicornis. — One  duct   alone   has   developed 
the  r>thcr  rc'ELuiiiis  rudimentnry. 

In  some  cases  the  vAgiim  alone  may  be  doable   while 
uterus  in  single,  but  h  double  i-a^na  is  u^iually  associated  with* 
A  <)ouble  uterus. 

Each  half  of  a  double  uteruB  has  its  own  ovary  and  FftUofl 
]>ian  tube.  You  llnis  have  two  uteri,  one  or  both  of  whicli 
may  become  iinpret^ialml  ut  the  same  lime,  or  witliiu  a  tdiort 
ttuiL*  of  each  oilier.  If  the  latter  happeoK,  a  mature  oud  a 
preniatitre  foetua  may  he  born  tof^ether,  or  two  niatuiie  on 
within  u  few  weeks  uf  each  otiier.  This  1  believe  to  be  ibj 
true  explanation  of  the  condition  known  as  ^ufmr/irUtti 
which  bos  been  supposed   to  occur  in  a  single  uterus. 

It  occaginnally  happens  that  one  horn  of  a  double  uteroB 
found  to  ho  pregnant,  and  yet  no  uervicul  uanal  leading  into  the 
pre^aant  side  can  bu  detected.  These  casee  have  been  referred 
lo  in  connection  with  intsseil  Inbour,  A  mitp'ation  of  the  im- 
pregnated ovum  has  lieeu  given  as  an  explanation  of  the  oou- 
diiion.  That  this  can  occur  has  been  shown  in  cases  of  tubal 
geatAtion.  where  the  corpus  Uiteura  h&a  been  found  in  the 
ovary  of  the  opposite  side  ;  but  It  seems  to  me  that  a  mora 
feasible  explanation  is,  that  thore  has  been  a  narrow  cerrioal 
canal  present  at  the  time  of  conception,  and  that  it  has  sub- 
sequently become  occluded.  That  occlusion  of  the  cer 
canal  can  happen  in  an  ordinary  pregnancy  has  been  obun.'f 
<lantly  proved,  and  I  should  think  it  would  be  much  more  likelj 
to  occur  in  an  abnormal,  than  a  normal,  uterus.  When  a  woman' 
with  a  double  uterus  menstruates,  both  sides  nieiistruato.  and. 
if  one  side  is  closed,  the  menstrual  blood  of  that  side  cannot 
escape,  unless  it  does  so  through  the  Fallopian  tube.  Of  course, 
impregnation  may  occur  before  menstruauon  has  been  ostab- 
lislied,  hut  this  is  exceedingly  rare.  In  the  cases  of  pregn&ncy 
oC  an  occluded  horn,  which  have  been  recorded,  there 
h&ea  wenstruation.  and  if  one  Uom  bad  menstruated  there 
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libtle  doubt  the  otliBt-  would  have  dotio  so,  arid  in  that  casn  iUe 
iliHcluirge  must  }iiive  found  an  exit  before  the  ovnni  coidd  buve 
become  cn^raftod  od  the  mucous  membmne.  1  therefore  think 
chat  the  tme  explanation  of  these  eases  is.  that  the  cervical 
canal  has  beeu  sutlteieiitly  patent  to  allow  of  the  entrance 
of  the  Rpermatozoa.  and  that  occlusion  has  occurred  sub- 
sequently. 

Labour  in  a  Double  Uterus. — If  both  sides  were  pregnant 
the  aamc  difficulty  mi^ht  occur  as  sotnetimes  anaes  in  twin 
cases,  viz.,  tocking,  or  both  presenting  parts  being  simul- 
taaeously  driven  into  the  brim,  With  one  side  pregnant,  the 
uoQ-pregoant  half,  which  is  sure  to  be  enlarged,  may  obftLruct. 
The  contractions  of  the  uterus  ore  sure  to  be  feebler  Lhi4n  in 
an  ordinary  case,  as  the  walls  are  Ul-develuped.  It  is  well 
that  this  is  tlie  ease,  otherwise  rupture  would  be  very  apt 
to  occur.  Even  as  it  is,  it  may  occur.  Malpresentations  are 
common,  and,  an  the  uterine  axis  does  not  lie  in  the  axis  of 
the  brim,  the  presenting  part  does  not  bear  properly  upon 
tha  cervical  oanal,  and  dilatation  will  be  slow. 

[nterferonce  is  necessary  in  many  cases.  The  operation  to 
be  done  will,  of  course,  depend  upon  the  nature  of  the  ease. 
If  delivery  by  the  natural  passages  is  impossible,  a  Ctesariaa 
seotion  should  be  done.  A  Porro's  otienttion  or  an  extirpation 
may  be  necessary,  but,  if  possible,  the  utenis  should  l>e  left 
with  the  tubes  tied  and  cut,  to  pi%vi^nt  future  pregnancies. 

After  delivery  through  the  natural  passages,  severe  post* 
partitm  luemorrhage  may  occur,  if  the  placenta  has  been 
attached  to  the  septum,  or  the  septum  has  been  torn.  In 
such  a  case  firm  plugging  is  the  best  treatment. 

The  non-pregnant  horn  is  always  lined  with  decidua,  and  this 
should  be  cleared  out.  It  may  be  expelled,  but  one  cannot 
trust  to  this,      [f  it  is  retained  se^jsis  is  likely  to  occur. 

If  a  vaginal  septum  exists  and  is  torn  during  delivery,  it 
should  be  completely  removerl,  and  the  cut  edt;eao(  U\«  \\\\»ucs<:k%. 
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membrane  slitcbed  together  with  \\  continuous  suture.      If  it] 
is  not  (Inniagod  it  should  be  left  alone. 

Labour  in  a  Case  of  Uterus  Didelphys.— Mrs,  W.,  rU 
twenty-seven,  I.-pum,  came  under  my  care  in  her  own  honip 
on  2nd  Xovember,  1900,  suffering  from  i^ersisteni  vomiting. 
She  had  been  married  in  February.  1900.  Meustruution  hud 
licgun  at  the  ago  of  fifteen,  and  hor  periods  had  l>eon  ret;iil»r 
and  painless,  lasting  ei^ht  or  nine  days.  The  last  period  hjui 
ceased  on  2nd  October.  The  vomiting  which  had  beou  ^ing 
oti  for  several  days  was  very  severe.  She  also  complained 
of  some  {>ain  in  the  pelvis,  but  thoiY!  waK  no  vaginal  disoliar|!e. 
On  examining  /Jr^)'  vaititiatii.  J  found  a  somewhat  olotif^ated 
swelling  lyinf?  obliquely  backwards  and  towards  the  right.  At 
first  I  thought  it  might  he  an  extra-uterine  gestation,  but 
I  could  not  make  out  any  other  body  to  represent  th« 
uterus. 

My  oouclusioii  was  that  she  was  pregnant,  but  that  the 
uterus  WAS  abnormal  in  position  and  shape.  The  exaiuination, 
however,  was  very  unsatisfactory,  and  I  could  not  absohitely 
diagnose  the  condition.  She  was  given  bismuth  and  oxalate 
of  cerium,  which  relieved  the  sickness  for  a  few  days,  bnt  it 
returned  again  twelve  days  later.  She  was  then  kept  on 
peploniaed  milk,  and  this  relieved  her.  On  ^6th  November  [ 
persuaded  her  to  go  into  the  Maternity  Hospital,  as  I  was 
anxious  to  examine  her  thoroughly  under  chloroform.  Two 
days  latter,  Dr.  Gibson  and  I  examined  her.  Wu  found  itn 
ordinary  sixed  vagina  with  a  single  cervix,  but  a  bimanual 
examination  revealed  that  there  was  a  double  uterus,  with  one 
side  enlarged  and  evidently  pregnant.  The  enlarge<l  half  lav 
aoniowhat  obliquely  towarda  th<.'  right  and  liaok  of  the  pelvis. 
while  the  smaller  half  was  towards  the  left  and  front.  The 
junction  of  the  two  parts  at  the  cervix  cnuld  lie  distinctly 
madt*  out.  It  was  Homcwhal  pu/:Aling  thai  there  was  only 
one  OS  to  tte  seen.     We,  nf  oourse,  refrained  from  passing  a 


I 


COMPLEX  OR  COMPLICATED  LABOURS.  ^ur 

Hutmd.     Uur  diugnosis  was  that  we    hftt)  a  double  uteru»i  to 
deal  with,  and  thftt  the  ri^jht   horn  was  pregnant. 

Tho  patient  was  treaicxl  for  some  days  with  rectal  feeding, 
and  the  BJclniesa  abated.  After  that  the  course  of  (he  pregnancy 
was  uner»ntful,  except  that  she  bad  occasional  attacks  of  sick- 
ness.  I  did  not  examine  her  again  until  labour  had  comineuced, 
on  20tb  July.  Alxloinlnal  palpation  I'evealed  that  the  uterine 
fundus  lay  towaitla  the  left  side,  and  tho  heml  of  the  child  was 
directed  soiuewhat  obliquely  against  the  rif^ht  side  of  the  pelvis. 
The  fundna  was  not  so  hroad  as  it  usually  is.  On  passing  my 
finger  into  the  vaj^nu,  1  found  the  ob  lulmitted  the  tip  of  the 
finger.  Tt  was  high  up,  and  the  cervical  canal  pai^sei^l  haok- 
wardH  and  towards  the  rijuhl.  The  presenting  [wrt  could  not 
be  reached,  hut  a  roundeti  mass,  evidently  the  head,  could  Iw 
felt,  with  a  smooth  membrane  over  it.  On  making  a  second 
vat;inal  examination,  my  6nger  passed  into  a  small  opening, 
whioh  gripped  it  tightly.  I  thought  at  Hrst  that  it  had  passed 
into  the  dilated  urethni,  hut  on  investigating  more  fully,  \  found 
that  my  linger  was  really  in  a  smalt  opening  in  the  hymen,  and 
that  I  had  discovered  a  second  vagina.  I  enlarged  the  open- 
ing aad  then  reached  the  oervix.  The  os  was  uot  dilated.  1 
had  the  patient  at  onoe  removed  to  the  Matoinity  Hospital, 
where  1  examined  her  under  chloroform.  A  careful  investi- 
gation revealed  tlmt  the  half  of  the  nttiruK  connected  with  the 
patent  vagina  was  not  pregoaut,  but  was  Uned  with  a  thick 
decidua,  which  was  eanily  removed.  When  the  finger  was  in 
the  cavity  the  l)ody  could  l>e  made  out,  lying  along  the  right  side 
of  the  pregnant  half,  for  a  couple  of  inclieH  or  so  ahuve  the  brim 
of  the  pelvis.  It  lay  like  a  large  limpet  attached  to  ^e  side  of 
the  pregnant  half.  I  then  fully  ruptured  the  hymen  of  the 
second  vagina,  uad  found  the  ob  would  admit  the  tip  of  the 
finger.  The  head  was  easily  felt.  The  partition  between  the 
vagime  was  quite  thick  at  the  ostium,  hut  thinner  at  the  upper 
part,      A  careful  examination  failed  to  reveal  even  iha  ih\>».nj:*s«v. 

•it) 


I 
1 


4oa 


CUSICAL  OBSTETRICS. 


cijiiiruUDicaliuii  between  the  two  uanals.  Dr.  Gibson  exuniaed 
her  with  me,  and  Dr.  OLiphAnt  was  also  present.  We  decided 
ti)  allow  the  labour  to  go  on  in  the  usual  way. 

Our  former  diu^noHis  had  been  correct  so  far.  but  we  had  H 
thought  the  ri^ht  half  wa^;  the  pregnant  one.  Considering;  that 
it  was  the  side  which  communicated  with  the  vagina,  through 
which  oil  intorooiu'so.  had  occurred,  this  is  not  to  be  woodored 
at.  Even  if  we  had  discovered  the  other  vagina,  we  would 
not  have  lieen  likely  to  coiue  to  any  other  conclusion.  The 
reasr>n  why  we  imaned  (inding  the  second  vaj^ina  when  we  ex- 
amintNl,  was  because  it  was  closed  by  the  hymen,  except  for  a 
very  ^mall  o[>Bning.  The  patent  half  was  quite  open,  and  the 
remains  of  the  liymen  very  apparent.  We  did  not  mako  an> 
nearch  for  a  second  vagina,  as  we  did  not  wish  to  disturb  ihe 
patient  any  more  than  was  absolutely  necessary.  The  abnormal 
position  of  the  pre^^nant  half  was  probably  due  to  its  falling 
towards  tbe  back  of  the  pelvis  from  its  own  weight.  Rotation 
of  the  entire  uterus  had  apparently  occurred.  After  deUvory 
we  found  there  was  a  tendency  to  the  recurrence  of  this. 

After  laltour  had  gone  on  for  twenty-foui-  horn's,  very  UUle 
dilatation  had  occurred.  The  conLructions  were  fairly  strong,  fl 
bat  the  obliquity  of  the  uteru^;  prevented  the  presenting  pari 
from  bearing  on  the  os.  The  largest  Barnes*  bag  was  insertod, 
and  in  two  hours'  time  the  os  was  well  dilated.  On  removing 
kbe  bag,  f  found  it  had  been  forced  through  the  upper  part  uf 
the  vaginal  septum.  The  obliquity  of  the  uterus  had  caused 
this.  The  patient  was  delivered  with  forceps.  The  child,  a 
male,  was  tUive,  and  weighed  7^  lb.  The  lower  part  of  Uie 
septum  was  laoorated.  and  the  perineum  partially  torn.  The 
third  stage  of  labour  presented  no  difficulties.  Both  sidea  of 
the  uterus  were  thoroughly  washed  out.  The  thick  deotdna 
had  already  been  clBarod  out  of  the  non-preirnant  half.  I  then 
removed  the  .neptuui,  and  stitched  the  raw  surfaces  on  the 
anterior   and  posterior  walls  with  continuous  catgut  suturea. 
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tt^^n-d  the  [leriiieuiti.  The  jiuerperitiui  wafl  aorinaJ,  ibe 
Aire  never  rising. 

How  CB.n  we  explain  Uie  fact  that  the  pregnancy  occurred  in 
the  uterine  hiiK  ainnectetl  with  the  uupeuetnited  vapna  ?  In 
tlie  tirst  place,  I  may  say,  I  am  perfectly  sure  that  pcnetm- 
tion  never  occurred.  The  openJDf^  barely  admitted  the  tip  of 
tho  finger,  and  the  fact  that  the  hymen  tore  quite  easily  showed 
that  it  vraa  not  a  reailieat  one,  which  might  have  stretched 
befcM^  a  penetiiiting  ur>{an.  That  penetration  of  ihe  vagina  ii^ 
not  uooessary  for  imprKgnaliou  in  a  well-recogiii»ed  fact.  I 
have  seen  several  cases  of  this,  and  one.  where  the  hymen  was 
intftct  at  the  time  of  labour,  is  I'ecorde^l  on  page  '2oi).  The 
Bpermatoxoa  had  evidently  made  their  way  up  from  the  vulva. 
Migration  of  the  fertilised  ovum  might  have  occurrod.  but  1 
think  the  former  explanation  the  more  probable  one. 

It  is  interesting  to  note  that  the  nnn-pregnaut  half  of  t}ic 
uteruH  did  not  menstruate. 

Four  months  after  delivery.  1  examined  her  under  chloro- 
forin.  The  perineum  was  found  to  be  complete.  The  vaginal 
mucous  membrane  was  smooth,  hnt  it  was  possible  to  trace 
where  the  neplmn  had  existed,  esi^ecially  at  the  upper  part, 
where  the  remains  of  it  could  be  seen.  A  bimanual  examin- 
ation revealed  that  there  was  apparently  only  one  external  os 
which  would  admit  the  tip  of  the  linger.  To  the  left,  the  body 
u[  the  horn  which  had  been  pregnant  could  be  traced.  It  lay 
(or  back  in  the  pelvis,  with  its  fundus  well  towards  the  left  side. 
The  right  horn,  which  was  much  smaller,  lay  towards  the  right 
of  the  pelvis  also  backwards  and  outwards.  It  oould  not  be  so 
easily  traced,  but  the  junction  at  the  cervix  was  easily  made 
out.  The  sp€!Oulum  revealed  that  in  appearance  the  cervix  iu 
no  way  ditTered  from  an  ordinary  muUiparous  one.  A  sonnd 
passed  into  the  left  side  went  outwaalti  and  backwards  for  2| 
in.  I  had  aome  difhculty  in  passing  a  smaller  one  into  the 
right  horn.     It  would  only  pass  for  about  '2  \n.    '^Vt  \«."w!^w». 
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of  the  sounds  crofised.     The  septum  between  tha  iwo  cervicait 
oan&Ls  had  beeu  Blightly  destroyed,  giving  the  appeAranct*  of  a  ' 
single  OS  eztemuni. 

We  have  tliua  had  to  deal  with  a  double  uteniB  (uterus  j 
didelphys)  and  double  vagiua.  The  vaguia  is  now,  of  courvv.  | 
single. 

I  have  seen  two  other  cases  of  double  uten.     The  first] 
patient  had  a  badJy  oontmcted  [nlvis.     I  delivered  the  child 
by  eraniolomy,  using  the  combined  instninient.     Tn  reiitov« 
the  plHCcnla  I  had   to  pass  my  hand  into  the  uterus,  and  I 
then    found    that   the   placenta  was   attached  up  in   the    left  j 
comua  of  a  litems  suhseptiin.     The  right  horn  would  admit  a' 
portion  of  tlie  band.     The  fundus  was  very   broad,   but  uoti 
markedly  cleft.     Ju  the  centre  of  the  fundus  there  was  a  veryj 
small  subperitoneal  fibroid.     The  xwrtition  between  the  two) 
sides  of  the  uterus  did  not  extend  down  very  far. 

The  patient  made  a  good  recovery,  and  if  she  should  again 
become  pregnant  I  am  in  hopes  that  she  will  agree  to  ha^'e 
CicBannn  section  performed.  ^| 

The  second  case  was  also  one  of  a  itlenu  sKbseplm.     The  B 
breooh  of  the  foetus  occupied  the  right  corntia,  and  the  placenta 
lay  in  the  left  one.     This  was  easily  made  out  before  delivery. 
The  diild  was  bom  by  natural  pfforts.  but  the  placenta  had  I 
be  removed  manually. 


CHAPTKR  XXXI. 

COMPLKX  OR  COMPLICATED  LABOURS  {Omtmnnl). 

M&lemal   Complicfttions  {CtfHtintu-ri]  -  Rupture  of  tho  Vagina  —  t,'a*tf-^ 
Ruptum  o(  the  Utenifi — Frwjuency  of  Oocurreuce— Varieties — Causes 
—How  to  Deal  with  tho  L'ternR — By  Suture  — Draiiiago— Removal 
(.'•aswi— Siionttmeous  Hupture  of  bhe  Ul«ruB — Case. 


Matkhnal  Complications. 

Rupture  oi  the  Vagina. — In  the  majority  of  oases  of 
rupture  nl  the  vagina,  there  is  nip'ture  of  the  uteriia  as  well, 
luid  th«  loar  has  extended  from  the  cervix  into  the  vagina.  As 
H  matter  of  fact,  if  the  entire  cervix  U  involved  in  the  uterine 
tear,  there  it*  sure  to  be  more  or  less  tearing  of  the  vaKiixal 
vault 

Rupture  of  the  va^na  alone  may,  however,  happen  iu 
obatruoted  labours,  by  the  tension  on  the  vaginal  witU  be- 
coming tm  great  that  it  gives  way.  This  may  happen  in 
transverse  prosen  latin  us,  or  in  cases  of  pendulous  abdomen, 
especially  in  contracted  pelves.  It  may  also  be  caused  by  the 
hand  in  delivenn^,  or  by  instruments  l>eini;  pusheil  through 
the  fornix  in  attempts  at  criminal  abortion.  Careless  use  of 
the  forceps  may  also  cause  it,  as  in  the  foHowing  case  :  — 

Mrs.  \V.,  v.-pftra,  aa.  twenty-nine,  was  brought  into  hospital 
one  ni^ht,  after  an  attempt  bad  been  made  to  deliver  her  with 
foroeiK.  On  esaininin-;  her,  I  found  the  cervix  was  not  quit^ 
fully  diluted.  In  the  left  side  of  the  vagina  (hero  was  a  rent, 
extending  right  round  from  about  the  centre  l)ohind  to  beyond 
the  transverse  diameter  of  the  pelvis  in,  ttoiaX*.    "^VfeVaxA  <aRi'<^A. 
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tie  passed  into  the  periu>neal  cavity.  The  tear  had  been  oauaed 
by  the  left  blodo  of  the  forceps,  which  had  been  passed  throii^h 
the  left  Bide  of  tlie  iiosterior  fornix,  and  then  swept  round  irtu> 
position  in  the  side  of  the  pelviB.  The  right  blade  liaJ  been 
applied  inside  the  cervix  all  right.  Attempts  at  extraction  WaA 
fortunately  failed  :  otherwise  the  left  side  of  the  cervix  and  a  " 
portion  of  tlie  lower  uterine  seginont  would  have  buen  torn 
out. 

The  patient's  condition  was  fairly  good.  As  considerable 
traction  would  have  been  required  lo  deliver  the  chdd,  nod 
there  seemed  little  chance  of  ita  surviving,  I  perforated  the 
head  and  delivered  with  foroepe.  There  was  no  bleeding 
hrom  the  tear.  I  then  cleansed  the  parts  very  thoroughly 
and  flushed  out  the  pelvic  cavity,  with  the  patient's  body 
raised,  and  packed   the   wound  with  iodoform   gauze. 

The  patient  did  well  for  two  days,  and  then  jwritonitiP  i*et 
in,  and  she  diud  on  the  thii^  day  after  delivery.  At  the  \iitfH- 
inortem  examination  we  found  the  pelvic  peritoneum  wa«  nut 
involved,  but  in  the  upper  i^art  of  the  abdomen,  especinlly  ab<iui 
the  liver,  there  wan  abundant  evidence  of  acute  pt^rltouiti;^.  {f 
I  had  opened  the  alnloinen  and  carefully  oleansed  out  the  peri- 
toneal cavity,  \  think  she  iniglil  hiive  been  saved.  There-  was 
no  bowel  down  when  I  examined  the  patient,  and  I  was  in 
hopes  that  cleansing  the  pelvis  would  be  sutliuieat.  but  I  iift«r- 

[Krardtt  learned  that  a  loop  of  intestine  had  been  down.  If  I 
ever  see  another  Hiniilar  caue.  I  shall  open  the  abdomen  and 
make  an  attempt  to  cleanse  the  peritoneal  cavity, 
ft  was  diflicult  to  get  any  iiiforiiiatian  as  to  how  the  accident 
had  hap{)enod.  but  I  learned  that  the  attendant,  who  had  ha«l 
DO  ex[)6rieiice  in  the  uho  of  foroeps,  had  given  the  patient  a 
little  chloroforiji,  and  then  tiled  to  apply  the  instruments.  Tbo 
woman  ha<]  at  once  l>egun  to  struggle  violently,  and,  instead  of 
giving  her  enough  chloroform  to  i|uielon  her,  he  bad  got  three 
women  to  hold  her.     During  the  struggling  he  had  evidently 


forcpd  ihc  hliulf  through  the  fornix.  When  ho  failed  to  deliver, 
he  culled  in  another  practitioner,  who  discovered  the  condilioii, 
and  sent  her  into  hospital. 

In  some  caseB  the  small  intestine  prolapses  into  tlie  vaijriim, 
and  it  may  be  injured  durinj;;  delivery  by  tearing  or  hruisinu, 
or  the  omentum  may  be  torn,  thus  interfering;  with  the  hUntd 
i>upply.  If  the  patient  survives,  sloughing  of  the  bowel  ia  apt 
to  occur,  and  a  fincal  fistula  fnnn.  In  more  than  one  instance 
the  prolapsed  bowel  hatf  Iwen  mistaken  for  the  corfl.  and  it  has 
aclually  been  diuwn  down  and  a  portion  cut  off. 

Diaijnctix  of  liaptunf  of  the-.  Fdj/ma.^-There  will  proUibly 
lie  ooDsiderublc  collapse  and  hiemorrhaj^e,  hut  these  foutui-es 
may  not  be  marked,  A  careful  examination  will  reveal  the 
rent.     The  less  examination  of  the  parts  the  better. 

Proi/nosM. — The  condition  is  a  grave  one,  but  much  more 
favourable  than  when  the  uterus  is  ruptured.  If  aseptic  pre- 
cautions  have  been  taken,  and  there  is  no  injury  to  the  liowel, 
the  patient's  changes  are  good. 

Trftitfftent.—  li  the  child  is  not  already  delivered,  this  must 
be  effected,  in  order  to  prevent  further  tearing,  iu  whichever 
way  puts  the  If^ast  strain  upon  the  parts.  If  the  bowel  is  down 
it  should  be  carefully  cleansed,  and  then  returned  into  the 
abdomen  above  the  brim,  provided  it  has  nut  beeu  lorn.  The 
parts  should  bt;  thoroughly  cleansed  after  delivery  iitid  the  rent 
plujf^ed  with  iodoform  gau/.e.  Jf  there  is  much  bleeding,  the 
lorn  vebsels  should  be  tied,  but  if  it  is  general  ooxing,  a  Hrm 
plug  will  l>e  sufficient.  In  some  oases  stitches  might  be  put 
in,  but  it  is  lHitt(>r  tu  trust  tn  plug'jring,  us  this  insures  llioruugh 
drainage.  If  the  bladder  is  torn  an  attempt  should  In.*  made 
to  close  it  with  sutures. 

If  the  labour  has  been  uonducted  aseptiually,  and  the  in- 
testines havf^  not  Iieeri  prolapsed,  iherp  should  be  little  risk 
of  the  peritoneal  cavity  becoming  infected,  bat  if  you  have 
any  reason  to  suppofie  this  has  occurred,  Vc\ci  «XAovww\  ^!ok«*^i 
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be  opeuHfl  at  once,  ami  an  ableiiipl  made  to  cleanee  k  thoroUKhfy 
by  HwahbiuK. 

When  the  bowel  has  been  torn  an  immediate  reaeciion  nmy 
be  done,  if  the  patient's  condition  will  warrant  tliis;  if  not, 
the  injured  portion  should  ha  secured  in  the  wound  to  allnw 
a  fistula  to  form.  If  the  patient  reuover^,  &  subsequent  opera- 
tion will  Ix!  necessary  to  close  the  fistula. 

Rupture  of  the  Uterus. ^Rupture  of  the  uteru»  may  ooour 
during;  prognnncy  or  labour.  During  pregnancy  it  may  be  tho 
result  of  an  accident,  as  a  cruBh,  or  it  may  occur  spontaueoualy. 
In  the  latter  case  the  uterine  wall  may  l>e  diseased,  or  the  seat 
of  the  auar  of  a  fortner  rupture  or  Ca>sartan  aeciiou.  During 
labour,  the  rupture  may  ooour  HpontaneouHly.  wiiliout  any  ob- 
struction to  delivery,  but  in  moat  cases  it  ariHes  in  obstructed 
deliverie».  either  fixim  uteriue  action  or  injudicious  attempts 
at  delivery.  Tiie  use  of  er^ot  in  the  second  stage  of  labour 
waa  formerly  a  not  infre<j|uent  cause  of  rupture.  Some  mid* 
wives  are  still  in  the  habit  of  using  it,  to  the  great  risk  of 
their  pationtg.  To  judge  fn>ni  the  frequency  with  which  older 
hospital  patients  ask  for  "  laboui*  tea,"  ita  use  must  have  been 
very  common  at  one  time  among  the  poorer  classes. 

FreqHciKy  of  (kciirretice. — The  average  of  occurrence  is 
about  1  in  4,000  oases  of  labour.  In  10,179  indoor  cases  iu 
the  Glasgow  Maleruily  Hospital  it  occiuTed  thirteen  liui«i», 
an  average  o(  1  in  7U3,  but  of  course  it  must  he  borne  in  mind 
that  the  great  majority  of  these  casea  were  admitted  from  the 
outdoor  department,  or  were  sent  in  by  privato  practitioners 
I  after  the  accident  ha<l  occnn*e<l.  In  41,111  outdoor  cases  tt 
38  said  to  have  occurred  only  twice,  or  once  in  20,000  taboura, 
but  this  only  means  tiiat  these  two  cases  were  not  transferred 
to  the  hospital,  probably  because  they  died  before  they  oould 
be  removed.  Taking  the  indoor  and  outdoor  cases  togethei*. 
vix.,  51. 290.  and  the  15  cases  of  rupture,  it  gives  1  in  3,490, 
which  is  very  near  the  average. 
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Multt|[>aru?  are  muob  more  prone  to  the  accident  lUaii 
lirimiparai. 

Seat  of  Rupture. — In  obstructed  labourH  the  lower  uterine 
suf^oient  is  the  usual  seat  o[  rupture.  It  may  he  either  trans- 
verse or  verticja!  or  n  combination  of  the  two.  il  UBually 
extends  downwards,  through  the  cervix  into  lite  vagina,  or  more 
rarely  upwards,  into  the  body  of  the  utenitt.  The  lower  uterine 
ae>;[ueDt  is  prone  to  rupture  in  obstructed  labours,  liecause  it  is 
the  purl  of  the  uterus  which  thins  out.  The  main  portion  ol 
the  uterus  aotuatly  thickens  by  retraction  as  labour  ^o6R  on, 
aad  becomes  strengthened,  as  it  were,  at  the  expense  of  the 
lower  p*n.  Primary  rupture  of  the  body  or  fundus,  when  it 
dooK  oocur,  is  usually  due  to  disease  of  the  uterine  wall,  or  to 
the  presence  of  a  scar  of  a  former  rupture  or  Ctcsarian  ejection. 
In  such  cases  the  rupture  may  occur  during  pregnancy,  or 
during  an  ordinary  labour  without  any  obstruction.  These 
cases  are  dealt  with  under  the  head  of  spontaneous  rupture. 

Variettes. — ^(1)  Complete,  where  the  tear  involves  the  entire 
iiitirine  wall  right  through  into  the  peritoneal  cavity.  (2)  In- 
contplete,  where  the  mucous  and  muscular  layers  alone  are 
involved  ;  where  the  |ierituneal  layer  alone  gives  way  ,  and 
lastly,  where  the  peritoneal  und  muscular  layers  arc  torn,  but  the 
niuous  one  remains  intact.  This  latter  variety  is  exceedingly 
rare. 

Cannes. — The  usual  cause  is  excessive  thinning  of  the  lower 
uterine  segment.  This  may  be  due  to  obstruction  from  a 
c^tntnuitod  {>elvifi,  a  tumour  blocking  the  passage,  a  transverse 
preKL-ntJitioii,  hydrocephalus  or  some  other  abnormality  of  the 
foitus.  ubUtiuity  of  the  uterus,  a  rigid  cervix,  or  impaction  of 
the  anterior  lip  of  the  cemx.  In  some  cases,  oompression  of 
the  uterine  wall  between  the  head  and  the  promontory,  or  an 
exostosis  of  the  brim,  will  cause  it.  Malignant  disease  of  the 
uterine  wall,  or  the  scar  of  a  former  rupture  or  Ciesariao  section, 
will  predispose  to  it,  and  in  some  cases  laW;^  ift^teraest^^Nsro.  «A.  "^sfe 
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iiinscle  Hbres,  and  especially  h  degeneration  of,  or  a  u'ank  <>( 
development  of,  elastic  tissue  in  the  wall.  The  aclministnUion 
of  ergot  in  the  seconrt  staj^e  of  labour  has  already  been  men- 
tione<l  aB  a  cauBe,  but  perhaps  the  mOBt  frequent  cause  is 
an  injudicious  attempt  to  deliver  by  version  in  impacted  traru- 
veree  caacH.  or  aftor  Failure  with  forceps  in  vortex  or  face  coses ; 
or  by  drat^ging  through  ati  undiminished  after-coming  hydrrj* 
cephalic  head,  or  an  ordinary  Htzed  bead  through  a  rigid 
partially  dilated  cervix,  either  with  forceps  or  by  traction  on  *ho 
1x1(1  y, 

Symptomx. — Where  it  oooure  from  uterine  iiction,  the  piuns 
usually  become  stronger  and  stronger,  and  at  shorter  intervals, 
until  they  arc  altnost  continuous,  and  then  thoy  suddenly  cease 
ami  the  jMitient  ujlIapseK.  She  may  exclaim  that  Aomethint; 
has  given  way.  If  you  were  to  examine  the  abdotaen  before 
the  rupture  had  occurred,  you  would  find  the  uterus  very  hftrd 
and  a  8ulou«i  running  across  the  abdomen,  usually  somcwbac 
obliquely,  somewhere  between  the  tup  of  the  symphysis  pubis 
and  tht^  umbilicus.  Tho  part  of  the  utorun  helow  this  woutd 
leel  lense  and  thin,  and  Iw  lender  lo  ihe  touch.  If  you  were 
io  watch  the  cane,  you  would  find  this  sulcus  rise  higher  anil 
higher.  This  is  Bandl's  ring,  and  I  need  hai'dly  say  nobody 
would  be  juHt>iHed  in  watching  to  see  it  me  higher  and  higher 
in  the  abdomen.  The  appearance  of  Bandl's  ring  \^  a  danger 
aigual  whiob  should  never  be  disregarded.  A  distended  bladder 
gives  very  much  the  same  appearance  to  the  eye  as  Bandl'ft 
ring,  but  to  tbu  touch  the  conditions  are  very  different,  aa  m  ibe 
fonner  ci>ndition  you  feel  a  fnirly  ihiclc.  somewhat  fluid,  moa^ 
belnw  it,  while  in  the  latter  there  appears  to  be  ver\'  IiUk* 
lietween  your  hand  and  Ui  ■  part  of  the  child  which  ia  ai  th>< 
brim. 

As  soon  as  the  painM  cease  there  will  be  more  or  li«a 
hicmorrhoge  fr<>m  the  vagina,  and  the  patient's  pulse  will 
show  profound  collapse,  much  more  marked  than  the  amouat 
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of  hicmorrhaf^c  would  indio&te.  If  yna  now  examine  fttr 
iHn/imtm  you  will  find  that  the  preseatiug  part  tias  rececie<{^ 
or  oan  easily  be  puflhod  hack.  If  tho  child  hatD  esctipcd 
partially  or  wholly  inlo  the  peritoneal  cavity,  you  may  be  able 
to  palpntt?  two  tumoum  throu^h  thf!  nlxlominal  wall.  If  only 
H  |>artitil  rupture  has  occurred,  palpation  inny  not  reveal  muciu 
hut  if  the  blood  has  escaped  round  the  lower  uterine  segment^ 
under  the  loose  i)GritonBura,  towaidR  the  front,  there  will  be  a 
ohauge  in  the  sulcus,  makin>;  it  much  more  apparent  in  parts. 

Id  complete  rupture  the  plauenba  may  escape  into  the 
lieriloneal  cavity  ulouf^  with  the  fcBtiis.  hut  iu  soiuu  oases  it 
eHcapeB  into  the  vaj^na.  In  very  rare  instances,  apart  from 
placenta  previa,  the  placenta  is  horn  iiefore  the  child,  hut  when 
it  dons  come  first,  unless  the  cask*  be  one  of  placenta  prnpvia^ 
you  should  always  suspect  rupture  of  the  uterus. 

In  cases  where  rupture  octiui-s  during  an  attempt  at  delivery 
there  is  the  same  profound  shock  and  hataiorrhage,  anrl  the 
pnictitioner,  if  ho  has  his  witK  about  him,  ouf^ht  ta  he  able 
to  recognise  ai  once  what  has  occurred. 

DiarfnostH. — The  stoppage  of  the  pains,  the  uoUupse.  the- 
hn>inorrhage,  and  the  recession  of  the  preHentin^  part  plainly 
indicate  what  has  oocuiTcd.  Concealed  accidental  hajmorrhaKe 
is  the  only  condition  which  wilt  ^ive  rise  to  such  profound 
shock.  It,  of  course,  does  not  occur  Huriiif;  the  second  ilase 
of  labour,  and  the  distention  of  the  uterus  aad  continuous 
pain  in  the  abrlomen  should  at  once  enable  you  to  distinguisb 
between  the  two. 

If  the  rupture  is  complete  and  the  cbilrl  has  eHca]>ed  into 
the  peritoneal  cavity,  palpation  will  rt'vejil  two  tumourti,  and 
you  will  be  able  to  make  out  the  fcctal  |)arts  with  distinctness. 
The  presenting  ^lart  may  or  may  not  have  entirely  recedeil. 
If  it  is  incomplete  the  prenenting  part  will  not  have  complutuly 
receded,  and  abdominal  palpation  will  reveal  that  the  child 
is  still  in  the  uterus,  although   the   effuftcA  ^VmA  tok^  Vaxv* 
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somewhat  changed  the  «hape  of  the  uterus.     The  parlH  t>( 
tihild  wiU  not  be  very  easily  made  out,  and  titere  wilt  not  be 
two  tumours  in  the  abdomen. 

Pnhjnosis. — The  uonditiou  is  u  very  serious  one,  especially 
when  the  rupture  is  ooraplete.  The  patient  may  die  of  hemor- 
rhage and  siiouk  in  a  very  few  minutes,  or  later  from  Hep(io 
peritonidH. 

7V«^/mfi'M^— Pi*ophyIactic  treatment  is  of  the  uunost  im- 
portanc<4  here.  Proper  treatment  in  obsti-ucted  Iftboura  will 
«iiahle  you  to  pi-event  rupture  in  the  j^reat  majority  of  ca»eH. 
while  improper  treatment  will  merely  procipit&to  matters. 
When  Hpeukin^  of  the  varioud  fornm  of  obstructed  lal>our, 
I   have  dealt   with  this,  and  shall  merely  recapituJate  here. 

In  an  obHtructed  labour,  if  the  uterus  is  in  a  tonic  state  of 
contrncticin  and  Bandl'it  ring  in  apparent,  imnu'tJiak  thiivery  is 
absolutely  iiei^eHHary.  Cldorofurm  should  i)e  administered  at 
once  to  lenHen  the  strain  un  the  uterus.  Put  the  patient 
deeply  under.  If  the  head  is  presontiDg,  and  the  child  alive, 
Jind  delivery  by  forceps  possible,  apply  the  instruntents  at  once. 
If  you  fail  do  not  per»)overe  VRry  ion^^,  hut  perforate  the  head 
and  deliver.  If  the  child  is  dead  do  this  at  once.  Under  no 
consideration  attempt  to  do  version.  If  the  pelvis  is  hodly 
c^jntracted  do  a  Gmsarian  section  as  quickly  as  possible,  re- 
movin>;  the  uterus  if  there  is  any  risk  of  its  having  boeii 
infected.  Id  h  breech  ca:ie  deliver  hy  traction,  and  if  (he 
after-cnming  head  Is  hydrocophalie  or  too  large  to  come  tlirough 
euatly,  |>erfurate  it.  To  get  the  ijody  of  the  chilil  dnwn  it  may 
he  necessary  to  perforate  the  abdomen.  In  impacted  shoulder 
oaaefl  do  not  attempt  to  turn,  but  either  decapitate  or  eviworulv 
and  out  the  spine  across  At  the  risk  of  being  uonuidered 
tedious  I  onoe  more  repeat  that  if  you  fail  to  deliver  with 
forceps,  i.e.,  if  the  instruments  hold  well,  never  attempt  to 
turn.  Most  of  the  oase^  oi  rupture  brought  to  us  in  the 
hoepital  have  been  caused  in  this  way. 
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In  deliveiin^  u  case  wiiere  rupture  is  ihi-eutened.  ihe  mothot- 
alone  nitist  be  conatdered,  and  the  method  adopted  which  will 
cause  the  least  risk  to  her,  no  inatier  if  it  oicans  saerificiiii^  the 
uhild.  [f  yoLi  can  savu  l>oih  thai  is  a  triurapli.  but  you  must 
not  expose  the  mother  to  any  extra  rifik,  in  thy  IntereBt  of  th» 
chUd. 

To  prevent  mpture  from  the  oenrix  upwai*ds  into  the  body 
of  the  uterus,  either  during;  delivery  by  forceps  or  during  the 
pausage  of  nn  nfter-coming  head,  ulwayu  make  siiru  that  the  os 
IB  Bufliciently  dilated  to  allow  the  head  to  pass  without  tearing. 
Never  hurrj'  deliverj'  whore  there  is  any  risk  of  tearing  of  the 
cervix. 

When  the  rupture  has  occurred,  we  have  to  extract  the  child 
imd  placenta,  and  then  deal  with  the  uterus.  The  method  to 
be  adopted  will  depend  upon  the  circuui stances  of  the  case. 
The  child  and  placenta  may  be  delivered  through  the  vaj^ina 
or  through  an  abdominal  incision.  In  an  incomplete  ruptture. 
if  delivery  can  possibly  be  effected  throu^'h  the  vagina,  it  should 
be  done,  but,  uf  ootirse.  if  there  is  much  ohBtructiou,  us  from  a 
contraction  of  the  pelvis  or  a  tumour,  the  abdominal  route  must 
be  chosen.  If  the  head  presents,  perforate  it;  if  the  shoulders, 
decapitate  or  eviscerate  and  sever  the  spine  :  and  if  it  be  the 
broech,  pull  it  down  with  a  blunt  hook  and  perforate  the  abdo- 
men and  after-comin;;  head  if  re<iuired.  The  child  will  be  dead, 
so  you  need  have  no  hesitation  in  mutilating  It.  When  tlie 
child  is  delivered  follow  up  the  cord,  and  extract  the  placenta 
and  any  clots  that  may  bo  in  the  uterus. 

In  a  <.>n8e  of  eoniplete  i-upture,  if  the  child  has  only  been 
paj'lly  exjHslled  into  the  abdominal  cavity,  and  the  presenting 
pari  is  within  reach,  and  tht're  is  not  much  obstruction,  it  may 
be  delivered  ihwugh  the  vagina  in  the  same  way.  if  it  has 
completely  receded  into  the  abdominal  cavity,  it  will  be  much 
l>etter  to  open  the  abdomen  at  once  and  deliver  as  in  a  Caisarian 
section. 
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How  TO  Dbal  with  the  Ctkrus. 

Iti  incomplete  inipluro,  when  the  pentoneal  layer  is  intact, 
thoroughly  wash  out  the  uterus  and  rent,  using  storitiaed  water 
or  rtn  antisftptic  lotion.  When  the  parts  are  as  aseptic  aa  they 
«ttD  be  made,  plug  the  rent  and  uterus  with  iodoform  gauze. 
Tlie  pluR  may  be  loft  in  fnr  forty-eight  hours,  hut  not  longer. 
It  should  then  Iw  removed,  the  part-s  douched  and  a  fresh 
plug  inserted. 

When  the  peritoneal  layer  alon«,  or  it  and  the  muscular  layer 
are  involved,  there  will  be  profuse  internal  haunorrlmgu,  and 
this  can  only  he  dealt  with  1>y  o[)eiiiug  the  abdomen  and  either 
stitcliing  or  reniuving  the  uterus,  as  in  a  complete  rupture. 

Id  a  complete  rupture,  if  the  child  has  been  estract*vl  through 
the  v^ina.  the  question  comes  to  l>e  whether  the  iilxlomen 
should  be  opened.  If  there  has  not  been  much  bleeding  And 
the  fwrit^tneul  cavity  it*  not  infeoted.  washing  out  with  sterilisnl 
water  and  then  plujj^n^  with  iodoform  gauze,  so  as  to  prevent 
the  Imwels  prolapsing  and  to  ensure  good  drainage,  will  probably 
give  the  best  results.  On  the  othpr  hand,  if  the  abdominal 
cavity  contains  a  large  amount  of  clot  and  ttie  bleeding  is  oon- 
(inuing,  abdominal  section  should  l>e  done  at  once.  In  such  h 
case,  and  in  those  in  which  abdominal  section  has  been  done 
previous  to  delivery,  how  should  the  uterus  be  dealt  with  ? 

1.  i?v  Suture. — If  the  tear  \n  clean  cut  and  in  a  poeition 
which  can  easily  lie  reached,  suturing  may  Iw  done,  but  in 
most  cases  it  is  mit  of  the  question.  The  sutures  should  be 
put  in,  die  sumH  as  in  Cwsarian  section,  deep  and  superficial. 
The  superficial  sutures  must  bo  put  in  with  great  care,  so  as  to 
bring  the  peritoneal  edges  well  together  to  prevent  any  dia- 
cliarge  from  the  wound  getting  into  the  peritoneal  cavity. 
While  suturing,  the  patient  may  he  placed  in  the  Trendelon- 
horg  position,  as  this  will  give  a  clearer  view  of  the  parts. 

2.  liy  Dra»uu}e.~-\i  suturing  is  rmpi-aotioahle,  the  wound 
may  he  treated  by  drainage,  by  means  of  a  large  rubber  tube  or 
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A  airip  of  iodoiorm  ^au;w — the  latlei'  preferably.  The  end  should 
iH!  passed  down  iato  the  vugluu,  hut  in  somo  vases  it  may  he 
l>6tter  to  bring  it  out  at  the  lower  end  of  the  abdomitial  incision. 
The  gau;:i^  may  be  left  id  fur  a  week,  if  the  parts  remain  sweet. 
Wherever  il  is  possible^  draina>;o  should  be  cinployod.  as  it 
ffiveft  the  best  results. 

',i.  Hf.movai  of  the  IHtints. — In  some  cases  you  may  have 
to  do  this,  as,  for  iustauoe,  when  the  rent  is  at  the  fundus  or 
is  very  extensive.  An  ordinary  Porro's  operation  may  bo  done, 
fttsteniu<{  the  stuitip  of  the  oarvix  in  the  lower  edge  of  the  wound, 
or  the  stump  of  the  oarvix  may  bo  covered  with  peritoneum  and 
left  in  the  pelvic  tluor,  or  you  may  do  a  cumpluCu  extirpation. 

In  all  cases,  when  the  abdomen  is  openod.  the  peritoneal 
carity  should  bo  cleansed  of  all  clot  and  di'bris,  if  the  patient's 
condition  will  allow  of  it,  hut  if  she  is  very  muuh  collapsed,  and 
there  has  Iwen  no  interference  to  cause  septic  infection,  too 
much  time  should  not  be  spent  over  the  peritoneal  toilet. 
Blood  ulut,  vernix  caseosa,  or  liquor  amnii  will  do  uo  harm  pro- 
vided they  are  aseptic.  A  large  saline  infusion  should  be 
^Ton,  and  if  the  peritoneal  cavity  is  closed  ti  quart  or  more  of 
normal  saline  solution  may  be  left  in  it.  Free  stimulation  will 
l>e  required.  The  subsequent  treatment  will  l)e  the  same  as  after  1 
any  abdominal  section. 

If  the  uterus  is  left,  the  question  of  steriLising  the  patient  is 
a  very  iinpoitaut  one  to  consider.  In  most  cases  1  think  the 
tubes  should  be  tied  and  cut  to  prevent  future  pregnancies, 
iMcausR  rupture  would  be  very  liable  to  recur  if  she  should 
again  become  pref^nant.  If  a  woman  has  once  come  safely 
through  such  an  ordeal,  she  should  be  saved  from  the  risks  of 
facing  it  a^ain. 

Gtue  1. — Itu'omplett  Uuplure  Cam«d  by  an  Attempt  lo  Turn  in 
a  Mento-posterior  Cane,  after  Failure  with  Forceps.  — The  patient 
died  uudeLivered  a  few  minutes  after  she  reached  the  hospital. 
(For  details  see  page  312  and  tig.  7,  page  303. \ 
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Case  II. — Mrs.  D.,  viii.-para,  tet.  chirty-eigbt.  Uistury  of 
former  labours :  Firfib  and  second  children  were  bom  to  a 
former  husband,  and  the  nature  of  the  lalwur^  is  unknown. 
The  third  and  fourth  were  instnimental.  children  alive;  fifth, 
bom  on  the  floor  without  asstslanco ;  sixth,  inslrumeutul, 
still-horn ;  Reventh,  heeraorrhage  and  tniaoarriage ;  eighth,  the 
present. 

The  patient  had  been  in  labour  two  and  a  half  days.  She 
was  sent  io  by  a  caedical  man,  with  the  history  of  hicuiorrhaf^e  ; 
atteinptod  delivery  by  forcepw  and  then  turning. 

On  admission  she  was  oollapsrd  looking,  lips  pale,  pulne 
feeble.  There  was  very  Hltle  external  haemorrhage  ;  the  cord 
was  prolopged  and  pulBfilesa.  On  palpating  the  abdomen  two 
masses  could  fie  felt  with  a  distiuct  groove  between. 

I  Haw  her  shortly  after  adniinsion,  and  hiid  her  put  under 
ehloroforui  at  once.  I  fouud  the  diagonal  conjugate  meastired 
four  inches.  There  was  a  ley  in  the  vap^ina,  and  the  othprfoot 
was  at  the  brim,  aod  the  pluocuta  lay  loose  ulon^bide  of  it. 
On  removing  the  placenta  a  large  tear  was  found  in  the  left  side 
of  the  utems,  extending  through  the  cervix  and  upper  part  of 
the  vagina.  The  child's  body  was  in  the  peritoneal  cavity,  and 
(he  body  of  the  uterus  nvhs  lying  to  the  right  eide,  well  con* 
tractod.  The  breeoh  was  brought  down  and  the  body  delivered. 
I  then  perforated  the  after-coming  head  and  got  it  away  easily. 
The  child  weighed  7A  lb. 

There  was  no  bleeding.     The  patient  was  freely  Bt,imu]ai«d. 

Dr.  Cameron  saw  her  with  me,  and  we  decided  to  remove 
tbe  uterus.  The  rent  was  so  oxtetisive  that  plugging  seemed, 
oat  of  the  question,  and,  besides,  we  were  perfectly  sure  that 
no  proper  prewuilions  had  i«jen  taken  lo  render  the  parta 
asoptio  during  the  prolonged  iimnipulationti  she  bad  been  umb- 
jected  to  before  she  was  brought  to  hospital.  In  the  abdomen 
we  foimd  a  large  quantity  of  blood  clot.  The  laceration  extended 
tip  nhJujaeh;  the  serous  surface  beins  torn  almost  to  the  level 
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of  the  left  Fallopiiin  lulre.  Clamps  were  put  on  the  broad 
ligaments  and  the  uterus  amputated.  The  broad  ligaments 
wero  then  tied  and  the  cervix  extirpated.  The  floor  of 
Douglas's  pouch  was  then  stitched  across  by  interrupted 
sutures,  but  it  oould  not  be  completely  closed.  The  abdomen 
was  cleanbtxl  and  closed  in  the  usual  way. 

In  spito  of  free  stimulation  the  patient  never  raUied,  but  died 
eleven  hours  after  the  operation. 

In  both  of  these  cases  the  rupture  was  caused  by  attempts 
at  version  after  failure  with  forceps. 

Case  III. — The  following  case  occurred  in  the  hospital,  but 
not  in  my  bands  : — 

The  patient  was  an  unmarried  primipara,  set.  twenty-eight, 
the  subject  of  an  irregularly  contracted  pelvis  with  ankylosis 
of  the  left  hip  joint  from  old-st;Lndin^  disease.  She  was  sup- 
posed to  be  entering  on  her  ninth  month  of  pregnancy.  Laboui' 
was  induced  by  usiti^  first  sponge  tents,  a  Ixiugie,  and  after- 
wards Barnes*  Imgs.  When  the  largest  bag  had  been  expelled 
the  membranes  ruptured.  The  os  was  fully  dilated  manually. 
and  axis-traction  forceps  were  applied.  As  the  head  did  not 
enter  the  brim,  Cameron's  antero-|K>8terior  forceps  were 
substituted.  The  head  was  then  delivered,  but  found  lo  be 
crushed,  The  utei'us  contracted  well,  and  the  placenta  came 
away  after  some  time.  There  was  no  bletxling,  but  the  patient 
looked  somewhat  collapsed.  A  hot  douche  of  oarboUc  U  in 
120)  was  given.  As  the  fluid  did  not  return  the  nozzle  was 
withdi-awn.  as  it  bod  evidently  passed  into  the  peritoneal  canty. 
The  fluid  immediately  drained  away,  hut  the  patient  collapsed 
and  died  in  a  few  minutes. 

At  tlic  post-mortem  cxammation  a  small  quantity  of  sanguin- 
eous fluid  was  found  in  the  abdominal  cavity,  but  no  blotjd, 
and  the  uterus  was  found  to  have  a  transverse  rent  in  the  lower 
part  of  the  posterior  wall,  just  oppo9it4.'  the  promontory,  abont 
2  in,  in  length  <fig.  26).     The  head  had  croftVue-ii.  vVvt  w-ysrajt 
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tbeMatdrnity  Hospital  from  the  outdoor  department  on  aooouDl 
of  slight  aDti-partum  bleeding.  On  admission  at  XL  a.m.  the 
discharge  hiuJ  ccaecil.  The  os  admitted  two  fingers.  The  head 
presented  in  the  (ir^t  position.  She  was  having  regular  pains 
and  the  pulse  was  j^ood.  There  was  no  OTerdiutenUon  of  the 
uterus.     The  resident  plugged  the  vagina. 

I  saw  the  patient  at  1:2.30  p.u.  and  removed  the  vaginal  plug. 
There  was  no  bleeding,  and  the  os  had  now  dilated  to  about  the 
size  of  a  crown-piece.  The  membranes  were  intact,  but  there 
were  no  forewaters.  The  piiins  were  increasing  in  slrengtb. 
Careful  palpation  of  the  uterus  ahowod  that  there  was  no  io- 
lernal  hemorrhage.  8he  complained  of  some  pain  low  down 
and  to  the  left,  but  nothing  abnormal  could  be  felt  there.  Ai 
Ubour  was  ap[>ai-ently  going  on  naturally  I  advised  leaviai 
deUvery  to  nature. 

About  2  P.M..  shortly  after  I  had  left  the  hospital,  she  had 
violent  pain,  and  screamed  out  that  something  had  given  way. 
She  ha<l  throe  of  tbeae  pains  In  quiok  auooessiou  and  then 
oollap^d  completely.  The  resident  eicnmined  her  at  once  and 
found  the  os  fully  dilatod  and  the  head  partly  m  the  pelvia. 
The  vaginal  portion  of  the  oeirix  was  then  int«ot.  She  was 
given  a  slight  whiff  of  chloroform  and  deliTury  eCfeoted  with 
forceps.  A  large  amount  of  clul  and  the  placeuta  were  at 
once  removed.  A  large  tear  was  felt  extending  right  up  the 
left  side  of  the  uterus  from  the  cer^nx  to  fundus.  The  uterus 
and  rent  were  plugged,  and  a  HaUne  infusion  and  stimulants 
given  :  but  the  {Mtient  died  in  a  few  minutes,  just  as  I  reached 
the  hospital. 

The  uterus  was  afterwards  removed  through  the  vagma. 
tear  extended  almost  to  the  fundus  on  the  left  side  (sec  fi 
37).     The  vaginal  portion  of  the  cervix  had  evidently  gi 
way  during  the  delivery,  as  the  resident  was  sure  it  was  intact 
when  he  applied  the  forceps.    One  would  expect  this  to  happen. 
To  the  naked  eye  the  musculnr  fibres  appeared  pale,  but  the 
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Uterine  wall  was  of  normal  thickness.    A  pieoe  was  removed  and 
hardened  in  perchloride  of  mercury  solution. 
The  following  is  Dr.  A.  H.  Ferguson's  report : — 

"Rupture  of  Gravid   L'tkrus;  Hibtolooical  Exauina- 
TioN  AND  Report. 

*'  (The  tissue  was  fixed  in  saturated  solution  of  perchloride 
of  mercury,  and  pieces  of  about  1  cm.  in  diameter  were  after- 
wards embedded  in  pAraftin  and  sectioned.) 

"  A  certain  amount  of  haemorrhage  is  evident  at  and  near 
the  ruptured  edge  of  the  tissue — red  blood  corpuscles  bein^ 
observed  lying  in  the  interstitial  tissue  for  a  considerable 
distance  remote  from  the  ruptured  edge. 

"  There  is  distinct  evidence  of  degeneration  of  the  muscle- 
fibres  in  the  vicinity  of  the  seat  of  rupture.  Many  are  swollen 
and  hyaline  in  appearance,  nuclear  staining  in  these  being 
practically  absent.  Muscle-fibres  of  these  characters  are  found 
in  the  uterine  tissue  at  a  uonsidenible  iliHlanco  from  actual  seat 
of  rupture. 

"  The  muscle-fibres  at  the  actual  seat  of  rupture  are,  for  the 
most  part,  atrophied  and  shrunken,  and  in  many  places  exkfbit 
transverse  or  irregular  fractures  of  the  muscle  substance 
Nuclear  staining   in   the  fibres   is  absent. 

"  The  blood-vessels  of  the  uterine  wall  appear  healthy, 
though  the  peri-vascular  lymph-spaces  are,  in  most  oases. 
occupied   by  red-blood  corpuscles. 

"  Some  of  the  sections  are  specially  treatnd  to  demonstrate 
the  elastic  tissue  constituents  of  the  connective  tissue.  It  is 
observed  that  elastic  tissue  fibres  are  relatively  scanty  near  the 
ruptured  edge.  In  this  situation  they  also  stain  more  feebly 
than  elsewhere.  Many  are  broken  up,  and  present  slight 
irregularities  of  contour.  No  decided  swellings  or  nodes  in  the 
course  of  any  of  these  fibres  can,  howev«t,  Vsa  i%\je*i\j(Ar 
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The  etioIO((y  of  spontaneous  rupture  of  the  uterus  i»  some- 
what obsctu'o.     In  the  Centralhlaii  filr  Gyna€hoio*jie  for  Fel>- 
rimry.  1898.  Dr.  Michael  PoroHchin  published  n  most  ititeroBtiug 
paper  on  thJK  suhjoct.  founded  on  a  cuse  of  incomplete  ruptur 
of  the  posterior  uterine  wall,  caused  by  a  fall  on  the  liauk 
days   liefore   labour   had   t*til    in.      The  [xitient.   xi.-parn, 
forty-live  years  old.      When  lulmitted  the  os  wiis  l>eginning  to' 
dilate  and  ovorythinij;  Hecmed  nnrtual,  but  when  the  contractions 
became  stroufj;er,  she  complained  oi  pain  in  the  abdomen,  and 
became  collapsed.     The  utarus  wa»  found  to  have  increased  in 
size,  and  there  was  some  bloody  discharge  from  the  vagina. 
Concealed  oooidental  htoinorrhage  waft  diagnosed,     The  men^f 
bmneu    were   rupture<1,    and  a  lai'ge  amount   of  liquor  nmnii 
evacuated.     Delivery  was  effecttxl  by  expression,  and  the  uteru 
emptierl  of  the  placenta  and  clots  by  Credo's  method.       Thj 
uterus  soon  conlracied  and  siop[)etl  the  haemorrhage,  but  th 
patient  died  two  and  a  half  boura  later.      The  post*niorteo 
examination  revealed  a  rather  deep  and  lon^  irregular  tear 
the  posterior  uterine  wall,  cxticnding    through   the   musci; 
tissue,  but  not  invohiny  the  peritoneum.     He  considered 
theie  had  first  been  a  slight  rupture  caused  by  the  fall,  and 
as  no  lar«e  vessels  hail  been  inTolvod,  the  bleeding  had  no 
l>eon  ^rcnl ;  hut,  %»  ^oon  as  the  uterine  conti'actionB  had  beooz 
strung,  the  tearing  had  increased,  and  the  hiemurrhagc  booaoM 
no  great  as  to  entirely  ueparate  the  placenta,  and  distend  ibe 
uterus.     In  my  case  it  is  quite  possible  that  n  flight  ino4iniplelA 
rupture  had  occurred  before  the  patient  wati  adtniited.     Th!^ 
would  account  for  the  hiemorrbage.     I  am  led  (a  think  this 
likely,  from  the  patient  having  complained  of  some  pain  lolfl 
down  and  to  the  left  of  the  uterti^.  in-espective  of  the  uterin^ 
contractions.       As  careful  palpation  did  not  reveal  anything 
abnormal.  I  did  not  attach  any  importance  to  her  oomplaint. 
We  got  no  history  of  any  injury,  but  she  may  have  overstrained 
hers&l!  in  {fertini;  out  of  one  of  those  high  beds  so  com  moo  in 
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afUjr  she  had  risen. 

In  PoroBchin's  case  the  uterus  showed  no  special  changes  to 
the  naked  eye.  Microscopic  examination  sho^vcd  the  muscle 
fibres  cloudy,  slightly  outlined,  with  pate  coloured  nuclei.  In 
the  deeper  layers  of  the  torn  uiuBcle  there  was  infiltration  of 
hlood,  but  neither  the  muscle  fibres  nor  the  red  corpuscles  were 
change<I.  Ou  examining  the  elastic  tissue  be  found  it  almost 
entirely  wantin^^.  Klastic  fibres  were  only  to  l>e  seen  iu  the 
walls  of  the  ve&aeU,  and  there  they  looked  rather  angular, 
ntxlulnus,  and  Kometimt^s  prantilar.  The  fibres  were  solid, 
without  ofBihoots,  and  did  not  unite  with  one  another.  The 
elastic  tissue  of  neighbouring  vessels  did  not  intermingle,  and 
no  offshoots  passed  into  the  Deijjhbouriug  tissue.  From  this 
he  concluded  that  the  rupture  was  due  to  the  want  of  elastic 
tissue. 

In  the  Journal  of  Obstetncs  and  Cfytiacoto^y  of  the  British 
Empire  for  February,  1902,  Milue-Mun*ay  has  described  an 
interesting  case,  where  complete  rupture  occurred  at  the  very 
beginning  of  labour.  He  amputated  the  uterus  and  saved  the 
jmtient.  In  IBBB,  Professor  Simpson  reported  an  almost 
identical  case.  In  Milne-Murray's  case  the  uterus  presented 
no  abnormahty  to  the  nuked  eye,  and  under  the  microscope 
the  structure  seemed  perfectly  normal,  with  no  suggestion  of 
fatty  degeneration  of  the  fibres.  In  Simpson's  case  there  was 
marked  fatty  degeneration.  In  neither  report  is  there  any 
mention  of  the  elastic  tissue,  and  presumably  no  special 
staining  was  used  Co  demonstrate  its  condition. 

My  case  dilters  somewhat  from  Dr.  Poroachin's.  in  thai  the 
muscle-fibres  were  degenerated,  while  the  elastic  elements 
wera  present,  but  scanty  and  degenerated.  I  think  there  can 
l)e  no  doubt  that  the  degeneration  of  the  muscular  fibre^^  and 
elastto  elements  accounts  for  the  rupture  happening,  without 
any  extra  strain  having  been  thrown  u^n  ^Vk«.  w\ex>ia.. 
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TfeoJrnent. — As  spontaaeoud  rupture  occurs  without 
warning,  prophylactic  treatment  cannot  be  adopted.  After  the 
rupture  has  occurred,  the  Bame  treacment  should  be  adopted 
aB  in  rupture  in  obstructed  oases.  Removal  of  the  uterus 
would  probably  be  called  for,  and  Milne- Murray's  nuccess  would 
enooatajje  one  to  try  it.  even  in  badly  oollapBed  cases.  Tn  a 
case  occurring,  as  Murray's  and  SimpBon'B  did,  at  the  beginning 
of  labour,  the  abdomen  should  be  opened  as  quickly  as  possible 
so  as  to  be  able  to  control  the  bleeding  before  the  patient ! 
become  collapsed. 


CaAe^-nelflDtion  i«  f'/^rrn  of  a  Dead  Fcetus — CAse— Habitual   Deiith  of 
the  F'Ktus  ID  the  L&ter  Montb»  of  Pregnaucy — Csaeft. 

Playfaib,  in  hU  Midwifery,  says  :  "The  term  nusaed  labour  is 
applied  to  aa  eKoeedingly  rare  class  of  cu^s,  in  which,  at  full 
period  of  pregnancy,  labour  has  either  not  come  on  at  all,  or, 
having  commenced,  the  pains  have  subsequently  pasf^ed  otf, 
and  the  fcetus  is  retained  i»  ut^ro  for  a  considerable  length  of 
time.  Under  such  circumstances  it  has  usually  happened  that 
Ibe  membranes  have  ruptured  at  or  about  the  proper  time,  and 
the  access  of  air  to  the  foetus  i$i  ntrro  has  t>een  followed  by 
decomposition." 

The  causes  of  missed  lohour  usually  given  arc  **  abnormal 
absence  of  uterine  in-itability  or  of  that  residing  in  the  reflex 
nervous  centres,  obstructed  labour,  and  unusual  close  adhesions 
of  the  placenta  "  (Lnsk). 

The  retention  of  a  dead  ftrttus  in  utero  up  to  term  is  not  very 
uncommon,  especially  tu  twin  pregnancies.  I  have  aUeady 
referred  to  several  such  cases,  but  the  same  condition  may  arise 
in  a  single  pregnancy.  Missed  abortions  have  already  been 
dealt  with,  and  1  shall  shortly  relate  a  case  where,  after  a 
missed  miscarriage,  the  patient  retained  the  foetus  until  fuU 
time. 

A  good  many  oases  of  so-called  missed  labour  have  been 
recorded,  in  some  of  which  the  foetus  had  been  retained  in  lUero 
for  many  years.    Tn  the  famous  case  of  Dr.  CVvwAjou  ^iwa  -^xv*^ 

(425) 


4i6 


CLINICAL  OBSrETKlCS. 


of  retenLion  was  Btated  to  have  been  6fty>two  yean,     t 
with  Bland-Sutton  that  this  was  really  a  retained  eztra-uterit 
gestatiou,  and  not  a  true  cose  of  misaed  latmur.     The  late  DrJ 
Angus  Macdonald  removed  one  horn  of   a  biuornale  uleruq 
containing  a  Ccetus  which  hod  been  retained  for  a  year, 
maintained  that  all  cases  of  missed  labour  were  really  tnstanc 
of  ooucoption  in  one  horn  of  a  bicornatc  uterus,  where  the 
waa  an  obstruction  to  the  passage  of  the  child,  either  from  thd 
canal  of  the  cervix  being  too  narrow  or  occluded.     Other  similar 
cases  hare  been  recorded. 

There  is  no  doui)t  that  some  of  the  recorded  cases  of  miss 
Uibour  have  really  been  pregnancies  in  one  horn  of  a  bicornati 
uterus,  or  extrn-utehne  pregnancies,  but  some  of  them  have  cer 
tainly  been  instances  of  ratention  of  the  fuetus  in  the  utennf 
cavity. 

Dki'-fnosis. — The  fact  that  there  is  a  fcetUH  in  the  uterus  i»" 
easily  ascertained,  but  the  dithcult  point  to  decide  is  whetboc^ 
or  not  the  woman  has  really  gone  beyond  full  time.  If,  at  th^| 
expootod  time,  the  lalx>ur  begins  with  the  rupture  of  the  metu- 
liranes  and  then  all  contractious  cease  for  weeks,  one  can  1 
pretty  sure  of  ono'ii  diagnosis. 

ProQHDsis. — If  the  membranes  have  ruptured,  the  retain' 
fcDtuB  is  sure  to  become  septic,  and  the  woman  will  run  &  re 
furious  risk,  hut  so  long  as  the  fcetus  is  non-septiu  she  will  run 
very  httle  risk  from  its  retention.  The  foetus  may  macerate. 
but  80  long  as  air  does  not  enter,  it  will  remain  non-poisonous  tOH 
the  mother.  With  a  septic  faitus,  ulceration  of  the  uterus  majfl 
occur,  as  in  one  caee  recorded  by  Sir  James  Simpson,  where 
an  u[wuing  formed  tuto  the  transverse  colon,  and  caused  the 
woman's  death  three  months  after  term. 

Treatment. — If  one  is  absolutely  sure  that  the  term  has 
paawd,  the  utama  should  he  emptied.     This  must  be  done  with 
very  great  oare,  as  the  walls  may  be  thinned  out  ver>'  mui 
If  the  fcetus  is  very  much  decomposed  aud  uommg  away 
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bits,  ihe  uterus  should  be  i*omoved.  Macdomld  strongly  advo- 
cated PoiTo's  operation  in  all  oases,  on  the  suppositioa  that  all 
the  cases  were  conceptions  in  one  horn  of  a  hicornate  uterus. 

Case. — The  patient  was  forty-two  yeare  of  age,  pregnant  for 
the  thirteenth  tirae.  I  hod  delivered  her  twice  before  :  the 
first  time,  in  December.  1890,  of  her  eleventh  child,  by  means 
of  hi«h  forceps  ;  the  next  time,  in  1893,  of  her  twelfth  child,  by 
version,,  for  prolapse  nf  the  cord.  She  had  l>eeii  menstruating 
profusely  every  three  weeks  for  some  time,  until  it  ceased  in 
the  last  week  of  May,  1U94.  She  was  quite  sure  of  the  date. 
In  August  her  face,  arms  and  logs  became  very  much  swollen, 
but  this  passed  off  iu  a  short  time.  Site  quickened  at  the  usual 
tirae,  but  stated  that  the  movements  were  never  very  vigorous. 
She  was  very  much  stouter  than  she  had  ever  been  iu  former 
pregnancies.  On  Ist  Mareh,  while  Rtoopiiig  at  the  fireside, 
cleaDing  the  grate,  the  waters  suddenly  gushed  away  [rum  her 
in  great  quantity,  flootling  the  whole  floor.  She  felt  no  pain  at 
the  time,  but  felt  slight  movements.  She  had  irregular  paius 
after  that  for  a  day  or  so. 

I  was  sent  for  on  the  9th,  eight  days  after  the  waters  hud 
oome  away.  The  fcetal  heart  could  be  faintly  heard  to  the  left 
and  Ih^Iu%v  Uia  umbilicus,  and  she  still  felt  sUght  movements. 
By  palpation  the  head  could  be  made  out  lyirig  above  llie  brim 
and  to  the  left.  Per  vaijinam  the  os  would  admit  one  finger, 
and  the  heatl  could  just  be  reached.  There  were  no  uterine 
contractions. 

Next  day  the  conditions  were  unaltered.  She  promised  i^ 
send  for  me  as  soon  as  the  pains  commenced. 

I  heard  nothing  more  about  the  case  until  the  27th,  and  had 
concluded  that  the  labour  had  either  ended  naturally,  or  that 
they  had  sent  to  the  Maternity  Branch,  as  her  former  labours 
had  been  conducted  in  connection  with  it. 

At  noon  of  the  27th,  I  found  her  having  strong  pains,  and 
the   head  of  a   putrid  fcetus   preseatYny,  aX.  "Oaft  NvJwtk.      "^^wt 
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stated  that  all  movemenlB  bad  ceased  the  day  after  I  had 
last  Beau  her.  She  had  remained  in  the  same  condition  until 
the  23rd,  when,  as  »he  termed  it,  she  "  begin  to  alter,"  and 
this  had  continued.  Tho  dischnr^e  hud  been  dark  and  (oul- 
smelLing/     At  12  p.m.  on  tlie  26th  the  laljour  pains  had  begun. 

The  delivery  was  easily  accomplished,  and  the  placenta  oame 
away  naturally.  The  Fwtus,  a  male,  apparently  full  time,  was 
very  soft  and  putrid,  and  the  cord,  which  was  36  in.  long, 
was  quite  black.  The  placenta  was  somewhat  macerated, 
but  did  not  present  any  abnormality.  I  tcave  an  intra-uteri 
porobloride  of  mercury  douche. 

Next  day  she  felt  very  faint,  and  was  much  troubled  wi 
tlattilence,  and  had  a  had  headache,  hut  the  temperature  w. 
normal  and  the  pulse  98.  There  was  some  pain  over  the 
uterus.  She  was  poulticed  and  given  quinine.  After  ihat  she 
had  no  further  trauble,  and  was  up  in  nl>out  a  week.  J 

The  case  of  occluded  on  with  prolonged  gestation,  given  ofl 
pa^e  237.  might  l>e  oiasaed  as  a  case  of  missed  labour.  The 
patient  had  pains  at  term,  and  thought  lal>our  was  coming  on, 
but  she  was  not  delivered  for  nearly  four  weeks — 305  days 
from  the  cesHatiou  of  mensU'uation.  Her  child,  however,  lived 
until  the  time  of  delivery,  but  was  too  large  to  l>e  extracted 
alive. 

In  the  present  case  the  "  abnormal  absence  of  uterine 
ritability "  seems  to  me  to  have  been  the  cause.  This  w 
brought  alx>ut  by  the  uterus  having  been  overdistended  and' 
piucticalty  paralysed.  It  must  be  borne  in  mind  that  this 
was  her  thirteenth  pregnancy,  so  that  overdistentioD  would 
have  a  marked  eSeot  on  her  uterus.  I  did  not  see  the  woman 
before  the  escape  of  the  watera,  hut  fthe  said  she  had  been  very 
much  stouter  than  with  any  of  her  other  children ;  and  hoth 
she  and  her  neighbours  assured  me  that  so  much  water  oame 
away  from  her  that  it  flooded  the  whole  floor.  They  estimated 
that  there  had  been  several  basinsful.     There  is  no  doubt  thu 
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quantity  had  been  very  great.  The  loss  of  the  Liquor  ammi 
would  account  for  the  death  of  the  fcetua,  and  the  admission 
of  air  soon  i-endered  it  putrid.  The  labour  came  on,  in  all 
prohability,  at  the  time  when  a  menstrual  period  would  hare 
occiured,  hatl  nhe  not  been  pregnant. 

Retention  in  Utero  of  a  Dead  Fcetus. — In  dealing;  with 
missed  abortion,  the  retention  in  utero  of  ii  bU(rhtcd  ovum 
huH  ah-eady  been  rofarred  to.  It  in  UHual,  when  a  foetus 
perishes  during  gestation,  for  it  to  be  retained  for  some  days 
or  even  weeks,  but  one  occasionally  meets  with  a  ease  whero 
the  woman  ^oes  to  full  time  and  even  beyond  it.  How  long 
a  dtiad  fcetus  or  a  portion  of  conception  may  l)e  retained  in 
utero  is  very  difficult  to  decide.  This  ia  a  very  important 
question  from  a  medico-Iet^al  point  of  view,  I  have  already 
referrtxl  tu  a  numlwr  of  twin  cases,  in  whidi  one  of  the 
fcetuaes  was  retained  dead,  in  uUro,  for  between  four  and  Ave 
months.  I  have  seen  several  cases  of  single  presnancies,  wher« 
about  the  same  time  elapsed  before  the  fcetus  was  expelled. 

The  following  case  is  a  typical  one,  and  I  was  fortunate  in 
Keeing  it  at  the  time  the  foetus  perished,  and  beiu)^  able  to 
cbagnose  the  condition.  The  case  might  be  called  one  of 
mksed  mmcarriaijt:. 

Mrs.  A.,  a  multipara,  had  always  been  attended  by  me  at 
her  oontinements.  When  nhc  was  about  thi*ee  months  prog- 
[laiit  she  mentioned  to  mo  that  she  would  probably  need  my 
services  in  the  following  July.  When  she  was  nearly  six 
months  gone  I  was  sent  for,  as  a  small  amount  of  bleeding 
had  occurred.  I  found  this  was  very  slight.  It  was  difficult 
to  ilefine  the  exact  size  of  the  aterua.  as  the  abdominal  wall 
was  very  thick.  I  failed  tu  hear  the  fceUil  heart,  or  to  (eel 
any  fuetal  movements.  She  said  she  had  quickeued  at  the 
usual  time,  but  that  the  fcetal  movements  had  only  beea  felt 
Cor  a  short  time.  I  told  her  I  thought  the  fcetufl  was  dead, 
but  I  uould  not  tie  ahsolutelv  sure. 
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A  Eew  days'  rest  id  bed  stopped  the  bleeding.  I  examir 
ber  a  month  later  and  found  the  uterus  about  tho  size  of 
tive  months'  pregnancy.  No  foetal  heart  and  no  movementi 
were  apparent.  Sho  said  that  »ho  was  sure  she  wus  qq 
pregnant  at  all,  as  her  abdomen  had  become  smaller,  an 
bet*  bi'easts  quite  flabby.  I  was  now  quite  sure  of  my  diagnosis. 
Id  uonsideriug  the  qutistiuu  of  treatment  llie  patient  volunteered 
the  informatitm  that  she  had  never  felt  better  in  her  life,  an 
she  therefore  did  not  relish  the  idea  of  any  interferenoe. 
agreed  with  her  lliat  tliero  was  no  reason  for  doing  anythin 
until  she  should  reach  full  time,  ho  long  as  she  felt  quite  we 
and  there  was  no  discharge,  but  that,  if  the  uterus  did  not 
expel  its  contents  at  full  time,  stops  t^hould  he  taken  to  empt| 
it.  I  ventui'ed  to  (jredict  that,  when  full  time  was 
lalx)ur  would  come  ou. 

She  kept  perfectly  well,  iiud  exactly  at  fuU  time  laboiu 
in,  and  a  ^mall  macerat«d  five-month  foetus  was  exjielled.  The 
placenta  was  very  adherent,  and  it  was  neoessary  to  give 
chloroform  to  clear  it  out.  It  was  in  a  very  degenerated  Hbr 
condition.  The  (>utienl  made  a  good  recovery.  Except  the 
generated  oondition  of  the  placenta,  there  was  nothing  to  show 
what  had  catiaod  the  death  of  the  fcetus.  There  was  no  indi- 
cation of  syphilis. 

TreatmeiU. — Some  authorities  say  that,  so  soon  as  you  lm% 
diaguoeed  such  a  condition,  you  should  clear  ihe  uterus  at  one 
X  hare  never  done  this,  and  in  quite  a  number  of  coses 
results  have  been  excellent.  I  think  it  is  well  to  leave  nature 
to  deal  with  the  condition,  so  long  as  there  is  no  discharge  or 
bad  effect  upon  the  woman'n  conmitutiou,  but  to  interftn-e  if  i 
discharge  occurs,  or  on  the  slightest  indication  of  the  patientl 
health  sutTering.  A  discharge  will  indicate  either  that  ihe 
uterus  is  attempting  to  empty  itself,  or  that  the  membranes  have 
ruptured  and  the  ovum  becwne  septic.  Then  the  sooner 
utems  is  oleaned  out  the  better,     I  have  always  been  ftt 
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with  the  (act  that  women  xvith  macerated  foetnsea  do  not  BulTei* 
much  in  health,  and  a»  a  rule  make  perfectly  good  recoveries 
after  delivery.  We  hftve  many  such  coses  ia  the  Maternity 
Hospital,  and  hai*dly  any  of  them  have  even  a  rise  of  tempera- 
tGue.  A  distinction  mast  he  drawn  between  a  macemted  and 
a  septic  fcBtns.  So  lon^  as  the  membranes  are  intact,  a  mac- 
erated f(GtU8  will  not  be  a  source  of  septic  poisoning,  but  once 
lot  air  gain  admission,  and  a  very  virulent  septic  condition  will 
probably  arise.  Then  the  sooner  the  uterus  is  cleared  of  its 
contents  the  better. 

Habitual  Death  of  the  Foetus  in  the  Later  Months  of 
Pregnancy.  —Syphilis  has  already  been  referred  lo  as  a  fro- 
quent  cause  of  death  of  the  foetus,  but  there  are  h  certain 
numI)eT  of  non-syphilitic  cases  in  which  the  foRtus  perishes, 
nsuaily  in  the  later  months  of  pregnancy.  Time  after  lime  this 
may  occur.  The  woman  may  apparently  be  in  perfectly  good 
l^eneral  health.  The  placenta  will  invariably  l>e  markedly 
degenerate.  Fatty,  fibroid,  and  calcareous  degeneration  will  be 
found  present.  The  time  of  the  death  of  the  fcetus  is  usually 
about  the  same  in  one  pregnancy  after  another. 

Treatment. — If  you  are  fortunate  enough  to  get  the  patient  j 
to  treat  before  she  has  again  become  pregnant,  after  one  or  more 
losses  of  this  kind,  you  should  investigate  the  condition  of  the 
ut<^ruK   thoroughly,   and   ti-eat  any  abnornml  condition  found. 
The  endometrium  will  proliably  bo  in  an  unhealthy  condition, 
and  special  attention  should  be  paid  toil,  curetting  it  thoroughly^ 
if  neoessar>'.     Most  of  the  cases,  however,  come  under  treat- 
ment after  conception  has  occurred.     Very  many  years  ago  Sir , 
James  Simpson  ad\*ocatod  treating  such  cases  by  giving  chlond 
of  poUish  continuously  throughout  the  pregnancy.     His  idea 
I        was  that  the  chloratn  would  give  up  its  oxygen  to  the  mother's 
I       blood,  and  in  that  way  the  fcotal  blood  would  be  purified,  even 
I      although  the  placenta  were  degenerated.     As  a  matter  of  foot, 
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doubtedty  dotm  good,  probably  by  acting  upoa  ihe  oadometriu 
or  deoidua,  as  it  then  is.     Theoretical  therapeutiata  maLutala 
that  thti  continuous  use  of  ohlorat«  of  potash  for  several  monthi 
has    A  very  deleterious  effect  upon  the  red  blood  oorpusol 
Thia  may  be  true  in  theory,  but  in  tliese  cases  it  certainly  d 
not  work  out  »o  in  practice.      I  uKuully  administer  it  withuul 
bad  result,  in  10  gr.  doHefl  three  times  a  day,  from  the  fou: 
month  up  to  full  time. 

Caxe    I. — A    multipara  was  aent  to  me  at  the    Maternity 
Hospital,  when  about  six  months  pregnant,  with  the  hislo; 
of  having  had  two  previous  still-births.     We   could  find 
evidence  of  syphiUs,  bo  decided  to  put  her  upon  chlorate 
potash.    In  her  furmer  pregnancies  the  fifitusee  had  died  aboi 
the  end  of  the  seventh  month.    When  she  came  near  that  ti 
we  took  her  into  hospital  to  keep  her  under  strict  oljservatioi 
Her  alxlonien  was  very  much  distended.     There  was  a  lar^t 
amount  u(  liquor  amnii.     One  foitus  could  be  easily  ptilpatLH) 
and  one  fuetal  heart  heard  distinctly.     She  paased  the  critical 
time  without  the  fcetus  showing  any  indications  of  perishin^H 
and  as  she  was  keeping  well  we  allowed  licr  to  t;o  home,  btiV 
told  her  to  continue  the  chlorate.     She  was  re-admitted  at  full 
time  in  labour,  and  gave  birth  to  a  healthy  mature  child  and  a 
macerated  premature  one.     Th^  macerattfd  one  had  evidenll; 
been  dead  before  we  put  her  on  the  chlorate,  judging;  from 
st»e,  and  the  fact  that  no  second  fcetal  heart  had  ever 
deteated. 

Case  II. — A  multipara,  who  had  had  three  still-born  ohildi 
al  the  eighth  month,  was  sent  to  me,  when  about  five  months 
pregnant,  for  advice  as  to  induction  at  seven  and  a  half  monlhi 
l>efore  the  usual  time  of  the  death  of  the  fcotus.     As  there 
no  indication  of  ayphilis  I  advised  her  to  take  chlorate  of 
regularly,  and  she  did  so.      She  wont  to  fuU  time  and 
deUv«red  of  a  healthy  child,  by  the  nurses  at  her  own  ho: 

Ceue  III. — Tills  patient  has  the  most  remarkatUe  his 


and  a 
lenll^ 

iM 

ildral 


MtSSEU  LABOUR. 


any  womaD  I  have  ever  atteDded.  In  1888  I  attended  her  in 
her  fifth  Lonfinemont,  within  six  years  of  her  first  one.  Except 
that  the  labour  was  a  lingering  one,  there  was  nothing  ahnormal 
about  it.  The  child  was  liealthy  and  is  still  alive.  Within  a 
year  she  had  a  misoarriago,  and  I  had  to  give  her  chloroform  to 
remove  a  very  adherent  placenta.  In  less  than  a  year  she  had 
a  premature  labour  with  a  putrid  foetus,  and  very  nearly  died 
of  sepsiB.  When  she  next  became  pregnant  I  put  her  upon 
ohlorato  of  potash,  and  she  went  to  full  time.  The  child  was 
quite  healthy  and  is  still  alive.  A  (ew  weeks  after  the  child's 
birth  she  contracted  scarlatina  from  her  other  children,  hut  had 
a  mild  attack.  In  her  next  pregnancy  she  did  not  take  the 
chlorate,  and  the  result  was  a  cnisearriage.  She  soon  became 
pregnant  again,  and  I  insisted  on  her  taking  the  chlorate, 
and  she  went  to  full  time,  and  was  delivered  of  a  healthy 
ohild.  But  thifi  time  she  nearly  died  of  what  was  apparently 
an  air  embolism  (see  case  i.,  p.  502).  In  her  next  pregnancy 
nhe  took  the  chlorate  and  went  to  full  time  again.  Rinoe  then 
she  has  had  two,  if  not  more,  miscarriages,  when  she  was  not 
taking  the  chlorate.  Her  labours  are  so  difficult  that  she 
prefeif  niiscaiTiages  to  going  to  full  time,  so  I  am  afraid  she 
will  not  take  the  chlorate  again.  If  I  had  not  had  other  cases, 
this  series  in  the  same  woman  would  have  quite  oonvinced  me 
of  the  efficacy  of  the  treatment. 

Induction  of  labour  is  sometimes  recommended  in  such  cases. 
In  this  last  case  it  would  not  have  been  practicable,  because  the 
fcetua  invariably  perished  before  a  viable  age.  In  the  other 
two  it  might  have  been  tried,  but  I  doubt  it  it  would  have 
given  good  results.  1  tried  it  in  one  case  in  hospital,  but  the 
child,  although  bom  alive,  only  lived  a  few  hours.  In  another 
^^^  case,  which  I  rhw  in  consultation,  after  the  induction  had  been 
^^r  started,  the  child  was  born  uhvc,  and  apparently  healthy  enough, 
■  but  it  died  on  the  third  day.  I  strongly  advised  a  trial  of  the 
I         ohlorate  in  this  case,  if  there  should  he  a.i\o\i\\m  Y^^a^yAas."^ 


I 

1 


d 


CHAPTER  XXXIU. 


COJfPLTCATIONS  OF  THE  PUEUPERirM. 

Urlaury  S5iitein — Abnonnal   CaDStitueiits  of  the    irHne-RiiteiiUoD    of^ 
Urine — Completu  SuppreMiou   of  Urine  — Caaes  —  Inooutmcnce  ol 
Urine — Vimica-vAginal  PUtiiltf — Canan — Vcaioo-utero-vagiDal  Piitul* 
—  Uretero-vagitia)  Fiitulw, 

Aftek  il  normal  labour  the  puerperium  should  ruQ  ils  couTM' 
^^^lilout  any  complications,  but  unfortunately  this  is  not  always  • 
the  case.  Of  course,  complications  are  much  more  likely  to 
occur  aft<>r  abnormal  labour,  hut  it  Is  not  an  uncommon  ex- 
perience to  have  very  serious  complications  arise  where  they 
are  least  expected.  It  will  be  convenient  to  discuss  the  com- 
plications, as  far  as  possible,  under  the  various  systems  of  the 
body. 

Urinaiit  System. 

For  the  first  few  days  of  the  puerporium  there  is  a  considerable 
Increase  in  the  quantity  of  urine  excreted.  The  specilic  gravity 
is  low.  The  absolute  quantity  of  urea,  phosphates,  and  sulphatea 
is  somewhat  diminished,  but  the  amount  of  chlorides  is  not 
altered.  It  ^adually  regains  its  normal  quantity  and  quality. 
The  following  abnormal  constituents  are  not  infrequently  found. 

1.  Blood. — After  ditficult  instrumental  labours  blood  ia 
sometimes  found.  Its  source  of  origin  is  from  the  mucous 
membnuie  of  the  base  of  the  bladder.  Injury  to  the  mucous 
membrane  of  the  bladder,  during  severe  instrumental  labours, 
is  not  uncommon,     tn  a  number  of  cases  I  have  seen  htemor- 
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rfaages  into  the  niuoous  membiuQe.  In  cases  of  eclampsia, 
l&rge  quantities  of  hlood  may  he  prosont,  hut  in  thosR  it  cnmea 
from  the  kitUteyti.  As  a  rule  the  cottditlon  cleHit*  up  uf  itself  in 
u  very  few  dajrs. 

2.  Albumin  in  found  in  h  large  initnljer  of  cafle»  an  a  trace, 
and  in  u  stnaller  number  in  much  larger  quantitie«i.  In  Home 
the  uriue  becomes  quite  solid  on  boiling.  When  there  is  a  large 
amount  it  if;  usually  associated  vsith  eclampsia.  This  has  been 
discussed  under  eclampsia.  It  usually  disappears  in  a  few 
days,  but  will  persist  if  chronic  nephritis  is  present. 

3.  Su^ar  is  very  constantly  found  when  the  woman  nursea. 
It  is  in  the  form  of  lactose.  The  amount  varies,  and  it  has 
been  maintained  that  t.lie  quantity  and  quality  of  the  milk  may 
be  judged  by  the  amount  of  sugar  found  in  the  urine.  Of 
oourse,  you  may  have  true  diabetes  in  a  puerperal  woman,  but 
this  is  exccpdingly  rare. 

4.  Peptones  are  said  to  be  constantly  found  during  the 
puerperium.  especially  after  the  first  day.  They  are  the  pro- 
ducts of  involution,  and  disappear  from  the  urine  about  the 
twelfth  day. 

5.  Acetone  is  found  when  the  fcetus  in  macerated.  It  prob- 
ably ax-isea  from  the  absorption  of  some  product  of  maceration. 
tt  is  sometimes  found  in  cases  of  eclampsia,  and  some  observers 
have  maintained  that  it  is  a  cause  of  the  fits,  but  this  is 
undoubtedly  a  mistake,  When  it  is  found  in  eclampsia  the 
foetus  is  dcAd.      It  quickly  disap|icars  after  delivery. 

6.  Bile-acids  and  Bile-pigmeot  may  be  found  in  cases  of 
catanlial  jaundice,  and  sometimes  in  oclampnia. 

7.  Leucin  and  Tyrosin  are  found  in  acute  yellow  atrophy 
of  the  liver.  Bile-aoids  and  pigments  will  also  be  associated 
with  them. 

8.  Pus  is  sometimes  present.  Tt  may  arise  in  the  bladder 
or  the  kidneys.  Cystitis  is  unfortunately  not  very  uncommoti. 
It   may   have    been   present  during  -ptevp^MWiN .,  Vwx  "Vv.  ^w^tt 
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frequentty  arises  during  the  paerperium  from  want  of 
care,  in  casoe  of  retention  of  urine.  One  cannot  be  too 
in  the  catheterization  of  these  caso».  From  the  hiadder  infec- 
tion readily  passes  up  the  ureters,  and  finally  the  kidneys  may 
beoome  involved.  The  treatment  of  oystitiH  has  already  been 
allnded  to. 

In  some  cases  the  source  of  the  pus  may  be  one  or  both  kidneys. 
In  more  than  one  case  I  have  found  old  abscess  of  the  kidney 
post-mortem  (see  p.  51),  and  under  affections  of  the  kidneys 
an  interesting  case  has  been  ^iven  In  which  the  pyo-nephrosis 
wiks  usHooiuted  with  a  calculus.  In  cases  of  pyicmia.  metastatic 
abscesses  may  fornk  in  tlie  kidneys. 

Retention  of  Urine. —Tliis   has  already    l^een  mention 
It  may  arise  in  a  uormul  case,  especially  in  a  primipam,  but 
nmch  more  frequent  after  ditticult  lahnura,  if  the  ])erineum 
been  torn  and  stilched.     Reflex  irritatiou  from  the  stitches 
caaae  it,  just  as  it  so  freqnently  arises  after  an  ordinary  second- 
ary repair  of  the  perineum,  or  after  an  operation  for  piles. 

There  is  another  factor  in  the  causation.  The  bladder  durinK 
pregnancy  is  drawn  up  into  the  abdomen  and  is  oonsidarahty 
stretched,  so  tlwt  its  tone  is  lost.  After  delivery  the  kidneys 
are  usually  ver^'  active,  and  the  bladder  soon  begins  to  fill  up. 
The  {Nitient  often  does  not  feel  any  desire  to  empty  it  for  some 
tune,  until  it  is  probably  well  distended.  She  is  then  unable 
to  do  so,  as  the  power  of  contraction  is  lust  to  a  cousidemhie 
extent.  For  that  reason  the  juktituit  sliould  always  W  en- 
couraged to  urinate  a  few  hours  after  labour,  l>efore  the  bladder 
has  become  fully  distended. 

Fortunately,  dribbling  of  urine  or  an  overflow  liegins  if 
not  relieved.    This  prevents  nipture,  but  it  may  lead  the  p&ti 
or  an  unskilled  attendant,  to  believe  that  there  is  incontinenoe 
of  urine. 

Diaipioaii, — If  the  patient  is  unable  to  pass  any  urine  no 
ejcM/iiiuatf on  is  uecesaaTy,  Vwl  Vfj  ^Vwrm^  nq^v  hand   on 
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abdomen  yuu  can  at  once  feel  that  it  is  distended  by  a  pyriform 
tumour,  probably  lai'ger  than  the  uterus  ought,  to  be.  If  there 
is  oODstant  dhbhlin^  of  urine  your  hand  on  the  atxlomen  should 
enable  you  at  onoe  to  diagnose  the  condition.  A  vaginal  ex~ 
auiinution  iii  not  necessary,  nor  is  it  advisable. 

Trealvieni. — -Pass  a  catheter  and  draw  the  urine  off.  The 
best  catheter  to  use  is  either  a  glass  one.  or  a  long  silver  one 
which  is  solid  beyond  the  eye.  A  gum  elastic  one  is  nft«n  used, 
but  the  sterilisini^  of  it  is  exceedingly  difticult.  The  instrument 
should  either  he  hoiled  for  a  few  minutes,  or  else  ho  steeped  for 
some  minutes  In  lysol  or  other  antiseptic  solution.  The  vulva 
should  l>e  thoroughly  cleansed  and  the  meatus  well  wiped  with 
swabs  of  cotton  or  clean  rag.  wrung  out  of  the  antiseptic.  Thc< 
catheter  should  then  bo  introduced  by  sight,  having  the 
labia  well  sopiirated.  The  sleight  of  hand  business  under  the 
clotliing  may  seoni  clever,  but  it  cannot  \k  aseptic,  atid  must 
therefore  be  condemned.  It  may  be  necessary  to  repeat  the 
operation  every  six  or  eight  hours  for  a  day  or  two,  but  in 
many  cases  once  is  suQicient.  A  trained  nur»e  can  do  it,  but 
you  will  often  have  to  do  it  yourself.  If  the  condition  con- 
tinues for  more  than  a  few  days,  be  on  yotu*  guard  against 
hysteria.  I  had  a  case  of  this  kind  in  hospital.  It  was  imj>os- 
sible  to  pass  tlie  catheter  without  giving  the  patieut  chloroform. 
After  doing  this  for  over  a  week,  I  l>ecame  convinced  that 
hysteria  was  at  the  bottom  of  the  cotidition,  and  I  refused  to 
allow  the  urine  to  l)c  drawn  off.  8he  then  pa.ssed  it  without 
any  dlKiculty.  Ou  the  other  baud,  I  have  seea  a  case  where 
the  catheter  had  to  be  used  for  twelve  days,  but  that  was 
after  a  difficult  foi-ceps  delivery.  Large  doses  of  nux  vnniica, 
or  of  Easton's  sjn-up,  will  help  to  strengthen  the  muscular 
wall. 

The  after-effect  of  retention  of  urine,  especially  in  a  negloctedj 
uano,  or  in  one  in  which  sepsis   has  beett  conveyed  into  th 
bladder  on  the  catheter,  is  alntost  suvc  \o\»  c>j'4VCus..    "VV"^"* 
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promptly  treated  by  washing  out  the  bladder  with  boraoio  add, 
and  giving  the  acid  hy  the  mouth,  it  uRually  yields  quickly. 

Complete  Suppression  of  Urine. — This  uondition  is  some- 
times seen  in  iatal  oases  of  eclampsia,  but  it  also  occurs  in 
other  conditions.  One  of  my  cases  of  Ciesarian  section  died 
of  it.  Shortly  after  the  operation  3  oz.  of  urine  were  drawn 
off.  It  was  very  dark  in  colour  and  showed  evidence  of  oar- 
lK)luna.  The  j)eritoneal  cavity  had  not  Iwen  flushed  out.  but 
the  gauze  spouges  used  during  the  operation  had  iKon  wrung 
out  of  carbolic  lotion.  An  attack  of  bronchitis  came  on.  Next 
day  9  oz.  of  urine  were  obtained.  It  was  clear,  but  contained 
albaniin  and  tube-cast^.  On  the  third  day  Xli  oz.  were 
obtained  in  twelve  hours,  and  in  the  next  twelve  hours  only 
2  oz.  From  that  iime  until  death,  over  three  days  later,  only 
1  dr.  of  urine  was  Kfit.  The  albumin  had  lessened  con- 
siderably. The  most  active  treatment  was  employed  in  the 
form  of  vaiious  diuretics,  including  diuretin.  poulticing  and 
uupping  over  the  loins,  hot  va{Kmr  iHiths,  saline  diui-otio 
infusion  under  the  breast,  bleeding  lo  10  oz..  and  directly 
transfusing  a  pint  of  normal  sahue  solution,  and  free  purgalion 
with  Ratines  and  croton  oil.  .\\\  was  to  no  purpose,  She 
gradually  l)ecame  more  and  more  uomatose,  and  there  was  a 
distinct  uiinous  odour  from  her  breath.  Just  before  death 
ahe  had  a  violent  general  convulsion  of  about  a  minute's 
duration. 

At  the  post-mortem  examination  we  found  the  abdominal 
and  uterine  wounds  were  practically  healed.  There  was  no 
indication  of  any  luflammatDry  uctinn.  The  pathologist,  Dr. 
R.  M.  I5uchanan,  reported  on  the  kidneys  as  follows  : — 

"  The  right  is  of  normal  size  :  its  capsule  is  slightly  adherent, 
and  its  cut  surface  extremely  hj^pGra^mic  The  hj'persemia 
is  most  marked  tu  the  pyramidal  areas,  which  contrast 
witli  the  pale  yellowish-red  9treak(^  cortex.  There  is  do 
h  ydro-nephrosis. ' ' 
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Left — "  The  upper  end  is  flattened  a^ainat  the  itpleen.  It« 
general  appearance  is  similar  to  that  of  the  right." 

MicToscopical  ExamiTiation. — *'  A  section  of  the  kidney  does 
DOt  at  6r&t  sight  reveal  any  striking  departure  from  the  normal. 
On  closer  oxaraination,  however,  the  tulmles  of  the  cortex  ii.re 
seen  to  be  tilmost  uniformly  dilated.  The  lumen  of  each  tubule 
is  occupied  by  a  finely  granular  material,  and  the  epithelium 
appears  compressed.  A  considerable  number  of  the  straight 
tubules  are  also  dilated  and  tilled  by  tho  same  material  in  a 
more  coarsely  granular  form.  There  is  no  shedding  of  the 
epithoHum.  and  no  tube-casts  are  visible.  The  Malpighian 
bodies  and  the  blood-vessels  are  normal. 

"  In  tho  liviir  fatly  degeneration  is  very  manife»^t  Thei*e  is 
also  hyperemia  involving  atrophy  of  many  hepatio  uells  in  the 
central  part  of  each  lobule." 

There  was  nothing  in  the  kidney  condition  to  aoooont  ior 
the  suppression,  neither  will  shock  account  for  it,  as  it  did  not 
supervene  until  fully  throe  days  hod  passed.  I  cannot  vontare 
upon  any  explanation. 

The  blood  was  submitted  to  Dr.  Harris,  assistant  bo  the 
fVofessor  of  Physiology,  for  examination,  and  the  following  is 
his  report : — 

"  On  17th  March,  1898,  I  reoeived  from  the  Maternity 
Hospital,  Glasgow,  about  500  c.c.  of  clotted  blood  utken  by 
venesection  from  the  right  arm  of  a  woman  who  had  been 
delivered  by  CiBsarian  section  ou  the  13th. 

"  I  was  told  that  the  patient  was  then  suffering  from  total 
suppression  of  urine,  but  as  I  was  not  informed  what  was  the 
praoiae  feature  of  the  blood  1  was  to  examine  into,  and  being 
myself  more  particularly  interested  in  the  inter-relations  of  the 
pigments.  I  had  time  to  make  only  some  hurried  invcstigtition 
into  the  pigment  pi-esent  in  the  serum. 

"  As  the  clot  contracted,  a  quantity  of  transparent  serum 
exuded  from  il ;  this,  alkaUne  in  rfeacvVou.^ftR  wi\ai^^^^2isy««. 
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than  in  normal,  and.  as  it  ooutained  ii  few  rod  blood  corptisoli 
1  centrifuKalided  it,  obtaining  a  perfectly  limpid  golden-yellofl 
liquid.  Examined  with  the  spectroscope,  this  gave  a  very  weU- 
mai'ked  abRorption-hand  at  the  F  line,  i.e.,  al  the  greeu-blue 
junction.  In  addition  to  this  band.  I  wa*  greatly  surprised 
to  find  the  two  bunds  of  oxyhmtnoglobln,  showing  that  this 
Banim,  quite  free  though  it  was  from  red  blood  cells,  had 
nevertheless  di.saolved  out  a  little  HhO., ;  the  two  banda  at 
onoe  ^ave  way  on  treatment  with  NU^US  to  (be  single  one  of 
the  rodnood  hajmoRlohin. 

"  The  hand  at  F  seemed  to  agree  in  position  exactly  with  the 
published  charts  of  '  spectrum  of  serum-lutein  in  serum  *  (as, 
e.g.,  No.  24.  Pliite  iii.,  Schafer'a  Text  book  of  Pkyaiology.  1898). 
but  to  l)e  distinctly  darker  than  the  hand  due  to  the  pigment 
of  normal  serum,  re^rded  by  some  as  '  lutein,'  a  li{X>chrome, 
but  by  M'Munn.  whom  T  follow,  as  urobilin  itself.  Of  coarse 
a  hand  at  or  near  the  green-blue  junction  always  suggests  bile- 
pigment  as  much  as  it  does  urinary  pign^ient,  but  there  is,  in 
this  oase.  a  presumption  that  the  latter  was  present,  and  in 
excessive  amount,  because  : — 

"  1.  The  blood  on  being  warmed  smelt  unmiatakably  of 
urise ;  this,  to  mo  a  new  experience,  was  very  stnking,  as 
the  odour  was  indistinguishable  from  that  of  somewhat  stale 
urine. 

"  2.  The  chemical  evidence  for  the  presence  of  bile-pigments 
and  bile-salts  in  the  serum  was  by  no  means  clear.  ODielin'a 
reaction  tlid  give  a  blue-green  colour,  but  not  the  subsequent 
'  play  of  DolouTB  '  characteristic  of  bile-pigment ;  again,  Petten- 
kofer's  test  yielded  an  orunge-tintod  froth  rather  than  a  Umq 
pink. 

"  3.  There  was  no  jaundice  olinioally.     Now  1  am  aware  that 

the  urine  shows  traces  of  bile-pigment  even  before  '  jaundice  ' 

cau  be  pronounced  to  lie  present,  and  also  that  the  spectro- 

saope  OAQ  detect  bile-pigmeu^  viWi  0\a&W%  ^esi  cannot ;  at 
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the  same  time,  wliile  not  precluding  a  traiM.*  uf  bilirubin  in  thia 
seruoi,  I  do  not  think  that  bilirubin  acooanted  for  the  greater 
part  of  the  pigmentation. 

**4.  On  analysis  of  the  serum  by  GeiTord's  ureameter,  the 
urea  wae  round  to  l)e  0*^  per  ceut.  ;  this  is  greatly  in  excess  of 
its  amount  in  normal  sorum.  This  is  further  presumption  that 
products  of  reaal  excretion  were  present  here  to  an  abnormal 
dej^ree. 

"o.  The  lufi-etided  extuuBion  of  the  hand  al  F  more  nearly 
ucrruspnnded  with  the  limits  of  the  band  of  urobilin,  as  given 
in  the  majority  of  oluuts,  than  with  those  of  the  band  of 
bilirubin. 

"  I  am  uafort,uiiately  not  able  to  be  more  preoiae  in  my 
report ;  hut  taking*  a  Ijruiul  view  of  this  fatal  case,  as  it  proved, 
of  anuria.  I  believe  we  hud  here  in  the  borum  excess  of  the 
metatxilites  which  the  kidneys  should  have  separated,  notably 
the  iLrea  and  the  pigment,  which  tatter  is  in  all  probability 
normally  present  in  the  plasma  (and  therefore  in  the  semm) 
of  circuiiitinij;  bloo<l.  Ixilng  mainly  derived  from  the  kalabolism 
of  HbO^.  in  the  liver  whence  the  iron-free  pigment  passes  on 
into  the  blood — quitlinK  the  liver  as  a  kind  of  '  inter 
secretion  '.  This  material  being,  however,  au  iuternal  secretioul 
that  is  not  beneficial  to  the  body,  is  normally  eliminatcsd  by 
the  renal  epithelium." 

due  of  Snppres.^io7i  of  Uriiw  after  a  Nonmd  Labour. — The 
patient,  a  primipara,  aged  niueieen,  was  delivered  of  a  live 
female  child,  by  nattu*al  efforts,  after  a  labour  of  twelve  hours* 
duration.  On  admission  a  catheter  was  pnssed.  but  the 
bladder  was  empty. 

During  the  first  few  days  of  the  puerperium  a  considerable 
quantity  of  urine  was  voided,  but  it  wus  not  examined  as  it  was , 
contaminated  with   lochia.     The  patient  did  not  complain   of' 
anything,  but  she  had  a  greyish  appearaaoe,  and  looked  dccid- 
ixlly  ill     Au  examinatiou  of  the  heart,  luu%%  iAi\if^  >^n\<&  ox^v^.'«w 
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^ave  a  negative  i-esult.  A  catheter  was  passed  on  the  sixth 
day  of  the  puerperium,  aud  about  half  an  ounce  of  urine  wu 
ubtuined.  Il  showed  a  deposit  of  over  one-third  albumin  on 
l>oiling,  find  the  nediment  contained  great  numbers  of  ^;nmuiar 
tube-casts.  PreviouH  to  the  passing  of  the  catheter  the  tirine 
hiid  been  freely  excreted,  but  from  that  time  onwards  there  was 
complete  suppression,  with  t>he  exception  of  2  dr.  obltuued  three 
days  later. 

Every  eSbrt  was  made  to  relieve  the  system  by  diuretics, 
cupping  over  the  kidneys,  hot  pucks,  purgation,  pilocarpine,  and 
aoiyl  nitrite,  but  without  avail.  She  died  on  the  fourth  day  of 
suppression.  Towards  the  end,  the  breatli  had  a  distinctly 
urinous  odour,  aud  hiccough  and  rotching  occurred.  Just 
before  death  she  had  a  slight  con\'ulsive  seizure. 

No  post-mortem  examiuation  was  aUowed.  The  preaenoe 
of  (granular  tulie-canta  in  the  urlno  pointed  to  nephritis  being 
present,  but  to  what  extent  the  kidneya  were  disordered  it  is 
impossible  to  say.  It  is  a  curious  coincidence  thai  the  sup- 
presaion  dutett  From  the  catheterisatiou,  but  it  Is  difiicult  to  see 
bow  that  can  have  caused  it. 

Very  little  has  been  written  on  this  subject,  and  in  most 
obstetiical  works  it  is  not  mentioned.  In  the  Jountai  vf 
Obstetrics  iitul  Gynacohtfy  of  the  Brituh  Empire  for  April, 
190*i,  Dr.  McKerron,  of  Aberdeen,  has  reported  three  oases  of 
his  own  and  three  others,  one  of  Dv.  MoCrea  from  the  Canadian 
Lancet  of  ltW4,  one  of  Dr.  J.  T.  Williams  from  The  Laticcf  of 
1886,  and  the  third  of  Dr.  F.  F.  Bond  from  The  Lancet  of  1899. 
Two  of  McKerron's  cases  recovered,  but  all  the  others  died. 
No  post-mortem  exauiinations  were  obtained,  Dr.  BoxalJ  has 
given  notes  of  two  more  fatal  cases  in  the  May  number  of  the^| 
same  journal.  In  one  of  his  a  post-mortem  examination  was  ^* 
obtained.  "  The  kidneya  were  eularged.  very  much  congested, 
nnd  showed  evidence  of  old'Standing  disease  of  moderate  defcree 
and  o/so  of  reoenl  aouve  inftflkmax%XArj  v^l^nin.^,"     la  my  ease 
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the  pathiTlogitib  gave  a  deoided  opinion  that  there  was  nothing 
in  ihu  kidney  condition  lo  account  (or  the  suppression.  In  Dr. 
Boxall'fi  case  there  certainly  woa. 

Prognosis. — The  couditioo  is  an  exceedingly  grave  one. 
Death  asually  occurs  in  from  two  to  five  days  from  the 
onset. 

TrMtment. — Free  purgation,  diuretics  by  the  mouth  and 
aubcutaneously.  hot  packs,  cupping  and  poulticing  over  the 
kidneys,  in  fact  every  means  must  be  taken  to  establish 
diureais  and  diaphoresis.  For  the  lattei  pilocarpine  may  be 
used,  but  only  if  the  lungs  ore  clear.  If  the  patient  has  much 
pain  do  not  give  her  opium. 

Incontinence  of  Urine. — After  severe  operations  this  con- 
dition may  arise.  The  sphincter  has  been  paralysed  by  pressure 
and  you  have  a  continuous  dribbling  of  urine.  .\  modified  form 
is  sometimes  seen  in  patieuts  who  have  a  cough.  The  urine  Ia 
involuntarily  expelled  at  each  attack  of  coughing. 

The  Diaf/tio.iis  of  the  condition  is  easy,  us  there  is  a  constant 
flow  of  urine.  You  roust  satisfy  j^ourself,  hrst,  that  it  is  not  an 
overflow  from  retention ;  and,  second,  thai  it  is  not  a  case  of 
vesico-vaginnl  JistuU.  In  the  first  condition  you  have  a  large 
tumour  in  the  abdomen,  and  ou  passing  a  catheter  yuu  draw  off 
a  large  quantity  of  urine.  The  second  condition,  as  a  rule, 
does  not  appear  until  at  least  ten  days  after  labour,  when 
incontinence  is  hardly  likely  to  be  present.  You  must  bear 
in  mind,  however,  that  thei*e  is  a  possibility  of  a  fistulous  open- 
ing having  been  made  into  the  bladder  during  labour.  The 
diagnosis  between  the  two  conditions  will  be  given,  when  we 
deal  witl^  veaioo- vaginal  fistulie. 

TrtatnuiU. — The  sphincter  usually  regains  its  tone  within  a 
few  days  without  any  special  treatment).  The  patient  should 
be  kept  as  dry  and  comfortable  as  possible.  If  the  condition 
peT6i<«ts  more  than  it  day  or  two,  a  tonic  treatment  of  strychnine 
and  ifou  should  be  adopted. 
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Ve  si  CO -vaginal  Fisttilx. — Fldtnlee  are  now  not  aearly  so 
oommon  as  they  were  years  at{o.  Forceps  used  to  be  blamed 
for  causing  them,  and  tmdoubtodly  listulte  did  oftoii  follow  the 
use  of  foroeps,  bat  this  was  due.  aol  to  the  use  of  the  instru* 
inoDt>«,  hut  to  their  not  having  bean  used  soon  enough.  The 
timely  use  of  the  forceps  bus  done  more  to  prevent  fistulie  than 
anything  else.  They  usually  arise  in  oasua  where  the  head  has 
lain  in  the  pelvis  for  a  lon^  time,  thus  subjootiag  the  vaginal 
wall  to  proloiiffed  pressure.  The  vitality  of  the  compressed 
tissue  is  thus  lowered,  and  sloughing  occurs.  As  the  slough 
will  not  separate  iu  less  than  about  ten  days,  urine  will  not 
begin  to  flow  continuously  from  the  vagina  until  the  second 
week  of  the  pucrperium.  This  is  the  rule,  but  still  there  are 
exoeptions  to  it,  just  as  there  are  exceptions  to  the  rule  of  pro* 
lonjjpd  ppertflure  always  hfting  the  cause.  An  iminefliate  ojwning 
may  of  course  be  made  by  the  unskilful  use  of  an  instrument 
like  the  perforator,  or  by  spicutes  of  bone  during  delivery 
after  craniotomy  ;  but  the  following  case  illustrates  how  the 
urethra  may  be  split  up  into  the  bladder,  even  iu  an  ordinary 
forceps  case.  A  primipara  was  deUvercd  with  foroepR  after 
some  difficulty.  The  child's  heati  was  extra  large  and  the 
oooiput  specially  broad  and  square.  The  perineum  was  only 
slightly  torn.  There  was  some  tearing  of  the  anterior  vaginal 
wall,  but  there  was  no  bleeding.  There  vras  a  very  poor  light 
in  the  room,  so  I  did  not  attempt  to  m&ke  a  careful  examiu* 
ation.  When  I  called,  some  twelve  hours  later,  I  found  the 
patient  lying  soaking  in  urine.  The  bladder  was  undistended. 
and  a  careful  examination  revealed  that  the  urethra  was  split 
in  its  upper  part,  just  at  the  point  where  it  left  the  bladder. 
The  tear  wns  nearly  an  inch  long.  The  great  breadth  of  the 
occiput  had  so  stretched  the  anterior  vaginal  wall  that  it  had 
burst,  involving  the  urethra  longitudinally.  As  it  wa«  impoa- 
ailiJe  to  do  anything  in  the  imtieut's  house,  I  decided  to  wait 
until  I  could  take  her  iuU>  ^Kwp^V,  '«\i;\ii>^  V  did  twelve  day 
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later.     A  few  days  after  admiBsion  I  repaired  the  tear,  and  it 
healed  at  onrr. 

The  following  oaB«  illustrates  how  veiy  severe  pressure,  even 
though  it  may  not  l>e  very  prolonged,  may  cause  a  ftstuln. 
The  patient,  a  primtpara,  was  suffering  from  eclampsia.  She 
had  a  contmcted  peEris  with  a  true  conjugate  of  3i  in.  De- 
livery was  effected  in  the  Walcher  position  with  axis-tracUoa 
toroops.  A  ^reat  deal  of  force  was  used,  hnt  the  child  wa«  horn 
alive.  About  the  twelfth  day  of  the  puerperium  urine  liegan  to 
oome  away  from  a  large  fistula,  which  would  admit  two  fingerg. 
I  think  that  the  eclamptic  condition  probably  had  something  to 
do  with  the  formation  of  the  fistula.  The  vitality  of  the  skiu 
in  eclamptic  patients  is  80  low  that  a  hot-water  Iwttle  which 
would  only  be  comfortably  warm  to  an  ordinary  patient  may 
cauHe  a  burn.  I  have  constantly  to  warn  the  uur&ea  against 
allowing  a  hot-water  bottle  to  touch  the  akin  in  cases  of 
eclampsia.  I  think  that  the  vaginal  mucous  uiembr&ne  is 
probably  in  the  uame  condition,  and  if  that  is  the  case  it 
would  account  for  this  tiatula  having  fornte<l.  although 
the  presstu'Q  lasted  only  a  very  few  minutes.  It  must, 
however,  have  been  pretty  severa.  uh  the  child  wan  (airly 
large. 

DioffTicsis  of  a  Vfitico-vatjiHal  Fiitnla. — In  many  oases  there 
will  be  little  or  no  difficulty,  as  the  opening  can  be  easily  felt. 
It  can  also  be  seen  when  the  perineum  is  drawn  back  with  a 
speculum.  The  bright  red  inucoun  membrane  of  the  bladder 
can  usually  be  observed  protruding.  The  urine  will  he  seen  to 
flow  from  the  opening.  If  it  were  a  case  of  incontinence  or 
overflow  from  an  overdistended  bladder,  the  urine  would  t>e 
coming  from  the  urethra.  When  the  opening  is  very  minute 
L  there  will  be  more  difliculty  in  the  diagnosis.  You  will  not 
I  be  able  to  feel  or  see  it,  but  if  you  till  the  bladder  with  a 
I  coloured  fluid  and  expose  the  anterior  vaginal  wall  by  means 
I       of  a  speculum,  the  coloured  fluid  will  be  «ft6ft\.^d«!CvR!?i,^'?ww^ 
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the  opening.  The  fluid  should  be  aseptic.  Boil^td  milk  is  one 
of  the  best  to  use. 

Treatment.— li  the  opening  is  small,  it  may  close  of  itself, 
bat  this  cannot  be  counted  on.  If  it  is  one  which  has  formed 
during  the  labour,  it  should  be  stitched  at  once.  When  it  forms 
in  the  ordinary  way.  time  must  \ye  allowed  for  the  surrounding 
tissues  to  become  healthy,  so  that  the  operation  cannot  he  done 
until  well  on  towards  the  end  of  the  puerperiutn.  In  the  first 
case  referred  to  on  page  444.  I  did  the  operation  on  the  four- 
teenth day  of  the  puerperium.  but  there  the  edges  of  the  wound 
were  healthy,  as  there  had  been  no  sloughing.  Id  the  second 
case  it  was  not  done  until  about  the  sixth  week. 

The  .surrcmnding  parts  are  often  in  a  vei^  septic  condition. 
8o  the  patient  must  be  prepared  for  some  days  by  having  the 
external  parts  ishaved  and  cleansed,  and  the  vagina  and  bladder 
well  douched  with  Iwracio  lotion.  For  the  operation  special 
instruments  have  been  devised,  such  as  very  long-handled  bis- 
touries, straight  and  angled,  right  and  left,  and  long-toothed 
forceps.  An  ordinary  narrow-hladed  bistoury,  a  pair  of  sharp 
pointed  scissors,  dissecting  foroeps,  and  a  few  pairs  of  ordinary 
artery  forceps,  a  bladder  sound,  a  needle  holder  and  small 
curved  needles,  a  good  duck-bill  speculum,  a  douche  and  a 
catheter  are  all  that  you  require.  Silver  wire  sutures  were 
formerly  much  used,  but  horse-hair  or  fine  silkworm  gut  ones 
are  better.  With  the  patient  in  the  lithotnmy  position,  the 
anterior  vsf^nal  wall  is  fully  exposed  lo  view  by  a  broad  duok- 
hiU  speculum.  Some  operators  prefer  to  have  the  [mtient  in 
the  Sim's  position,  and  others  in  the  geuu-i)ector&l.  The  sound 
is  passed  into  the  bladder  and  the  edges  of  the  wound  are  then 
to  be  pared  all  round,  special  care  being  exercised  at  the  augtes. 
The  htomorrliage  can  be  controlled  hy  a  stream  of  hot  water. 
Only  the  mucous  membrane  of  the  vagina  is  to  he  pai'eil.  The 
sutures  should  then  be  passed,  in  such  a  way  as  not  to  inolade 
the  mucous  membrane  of  the  bladder.     They  should  go  down 
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to  it,  but  not  ihrouj^h  it.  They  must  be  put  oloae  together,  and 
apedsl  care  must  be  taken  at  the  angles  of  the  wounfl.  When 
they  are  tied,  the  bladder  should  be  6tled  with  coloured  fluid  to 
see  if  it  is  quite  tight.  If  it  leaks,  more  stitches  must  be  in- 
serted. A  retention  catheter  is  recommended  by  some,  but  it 
is  not  necessary,  and  may  in-itate  the  bUddor  and  do  harm. 
The  urine  should  be  drawn  oflf  in  from  four  to  six  hours,  and  as 
soon  as  the  patient  can  pass  it  herself  allow  her  to  do  so.  The 
stitches  may  be  removed  in  ten  or  twelve  days.  To  facilitate 
their  removal  they  should  be  left  ton;;.  The  bladder  should 
then  be  again  tested  with  coloured  fluid,  If  there  is  any  leak- 
age, the  sinus  may  be  closed  at  once,  provided  the  parts  are  quite 
healthy,  but.  as  a  rule,  you  will  have  to  delay  operating:  for  a 
week  or  two. 

The  operation  is  not  entirely  free  from  risks.  If  the  mucous 
membrane  of  the  blailder  is  pared  it  may  bleed  profusely,  and 
■igaia,  if  the  stitches  are  paRRed  throut;h  it,  serious  bleeding  may 
occur  into  the  cavity  after  the  opening  is  closed.  If  the  fii^lula 
is  a  large  one  {i.e.,  broad  in  the  transverse  direction),  one  or 
both  ureters  may  be  caught  in  the  stitches  at  the  point  where 
they  penetrate  the  bladder  wall  obliquely.  If  such  an  accident 
occurs,  the  patient  will  soon  begin  to  complain  of  severe  renal 
pain  and  to  show  ursmio  symptoms.  In  that  case  the  stitches 
must  be  removed  at  once. 

Sumetimes  you  may  get  a  better  result  by  a  Hap  splitting 
operation,  i.e.,  by  Heparating  between  the  vaginal  and  vesical 
mucous  membrane  all  round.  This  Is  especially  the  cose  if 
the  tistula  is  large,  as  you  do  not  then  require  to  remove  any 
tissue. 

In  very  extensive  fistulee  where  the  base  of  the  bladder  is 
almost  entirely  destroyed,  the  body  of  the  uterus  may  be  utiUsed 
to  close  the  opening,  as  praotised  by  Fround.  He  opened 
Douglas's  pouch  and  drew  the  retroflexed  uterus  into  the  vagina 
and  scraped  on  both  sides  until  it  hVed.     T!\v».  vwweA.  ws^afcK. 
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vraa  autured  to  tKe  {resbeodd  edgo«  oF  the  6stala.  so  as  to  olose 
the  ifap.  To  allow  of  the  escape  of  menstrual  blootl  ht-  then 
removed  a  wedge  from  the  fundiis  uteri.  Sometimes  the  cervix 
has  been  stitched  into  the  opening  to  close  it.  Menstruation 
will  then  occur  through  the  bladder.  In  women  beyond  the 
menopause  the  vagina  may  I>q  closed  entirely,  the  urethra,  jL 
course,  being  left  free.  ^| 

Vesico-ulcro-va^inal  Fistulae. — These  ojien  close  against 
the  cervix,  which  fre<juently  has  its  anterior  lip  partially  or 
completely  desti-oyed.  They  are  caused  either  by  extensive 
sloughing  or,  more  frequently,  by  a  tear  of  the  cervix  extoad-i 
ing  into  the  vaginal  vault  and  bladder.  Suob  an  accident  may 
happen  in  attempting  to  deliver  through  an  undihited  cervix. 
When  due  to  a  tear,  partial  lieaUug  takes  place  in  the  lower 
part  of  the  cervix,  but  an  opening  remains  into  the  oorviol 
canal  and  another  into  the  vagina. 

Treatment. — When  due  to  tears  tbey  may  heal  spontaneously, 
especially  if  touched  with  silver  nitrate.  When  an  operation  it 
rdquired,  an  incision  should  be  made  in  the  anterior  fornix,  and 
the  oervix  and  bladder  separated  until  you  get  above  the  fistula, 
taking  care  not  to  open  into  the  peritoneal  cavity.  The  edges  j 
of  the  fistula  should  then  be  pared  down  to  the  vesical  mucous 
membrane,  and  the  gap  close<l  by  Hiitiires,  as  in  the  onlirmr}' 
vesico-vaginal  %'arioty.  You  may  use  buried  sutures  of  catgut, 
and  then  close  the  opening  in  the  vaginal  vault,  or  use  silkwo^f 
gut  ones,  and  leave  the  vaginal  incision  to  granulate.  ^M 

Vcsico-uterine  Fistulae. — Theeo  are  caused  in  the  same 
way.  either  by  tearing  or  sloughing.  If  the  opening  is  small, 
the  patient  \>'i]l  probably  pass  some  urine  naiumlly,  and  thisi 
may  lead  to  the  eri'oneoua  conclusion  that  the  fistula  oom-l 
municates  with  one  of  the  nraters  and  not  with  the  bladder., 
This  point  is  easily  settled  by  injecting  milk  into  the  bladder. 
//  It  is  a  vesical  fistula  the  milk  will  nm  out  of  the  cervix.  And 
if  it  is  ureteral  none  wiU  w-v^wc. 
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Treatment. — The  operation  is  exactly  the  same  as  that 
described  for  vesico-ulero- vaginal  fistalie.  You  should  close 
the  cen'ical  opening  if  you  intend  to  close  the  incision  in  the 
vaginal  vault,  otherwiae  you  may  leave  it  to  granulate. 

Urclero- vaginal  Fistulse. — In  these  the  opening  is  between 
a  ureter  and  the  vaj^ina.  It  will  be  high  up  in  the  vagiual 
fornix.  The  urine  will  be  observed  to  trickle  6rom  a  small 
raised  papilla.  A  probe  can  be  passed  into  it.  If  the  bladder 
is  tilled  witli  milk  it  will  nut  discolaur  the  urine  discharged  from 
the  sinus. 

Treatment. — An  attempt  should  be  made  to  repair  the  open- 
ing by  rawing  the  edges  and  stitching  it,  but  before  doing  this 
it  is  necessary  to  moke  sure  that  the  part  of  the  ureter  between 
the  listula  and  the  bladder  is  patent.  This  can  bo  done  by 
passing  u  probe  downwards  into  the  bladder  or  upwards  from 
the  bladder.  If  it  is  blacked  no  attempt  should  be  made  to 
close  the  fistula  from  the  vagina.  If  you  fail  to  close  it  from 
the  vagina,  or  if  the  lower  part  is  impervious,  you  may  implant 
the  ureter  into  the  bliidder.  To  do  this  an  alxlominal  section 
will  be  necessary.  The  ureter  must  be  divided  at  the  fistula, 
and  the  end  of  it  freed  sufficiently  to  allow  of  its  attachment  to 
the  bladder.  .\  small  opening  is  then  made  in  the  bladder 
wall,  and  the  end  of  the  ureter  drawn  into  it  by  means  of  a 
lonj^  slender  pair  of  forceps,  which  have  been  passed  up  by 
the  urethra  and  through  the  opening.  It  is  theu  stitched 
in  position. 

In  the  event  of  this  failing,  extirpation  of  the  kidney  will 
have  to  be  seriously  considered,  but  this  should  only  be  under- 
taken as  a  last  resort. 
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CHAPTER  XXXIV. 

COMt'LICATIONS  OF  THE  PUERPERIUM  {Comtiuur^l). 

Kecto-V&giual  Fistulio — C«ntrai  Teur  of  tbc  Perineum— Prolftpted  uid 
Inflamed  Hncuiorrlioida — Fissure  of  the  A tius^lD juries  to  the  Va^uh 
— Uterine  Complicatiou» — Laceratiou  ot  the  C-ervU — C&ees — Inver- 
sion of  the  Uterus — Cueit— DhplftoemeaU  of  tlio  CTtcnis — ProUp 
BetKHdiflplacemenUi. 

Recto-Vaginal  Fistdl*. 

These  are  more  frequently  caused  hy  direct  tearing  than 
the  vesical  ones.  When  the  perineum  is  completely  torn 
rectum  is  involved,  and  the  tear  may  extend  for  a  consideral: 
distance  up  its  anterior  wall.  Tears  of  the  vaginal  wall  aT^ 
often  present  without  the  rectiun  beinj,'  involved,  unless  the 
perineum  has  gone  too.  I  have  often  found  deep  tears  which 
have  passed  down  by  the  side  of  the  rectum  and  not  into  it. 
The  stUTOunding  loose  cellular  tissue  tears  much  more  readily 
than  the  muscular  tube,  so  the  rectum  often  escapea.  If  the 
fistula  is  caused  by  pressure,  it  will  be  some  days  before  the 
slough  separates,  just  as  with  the  vesical.  The  opening 
be  in  any  part  of  the  vaginal  wall.  The  entire  posterior 
including  the  perineum,  may  be  destroyed,  thus  forming 
cloaca. 

If  the  opening  is  large,  fieoes  will  be  passed  by  the  vagina, 
but,  if  it  is  small,  flatus  alone  may  pass.  The  flatus  is  usually 
passed  with  a  peculiar  bubbling  or  hissing  Hoiuid,  and  as  tbo 
patient  has  no  control  over  it  she  is  often  greatly  emt>arra89ed 
by  it  ooourriug  at  undesirable  times.  It  may  cause  her  great 
distress  of  mind. 

(460) 
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The  Uia'jnosU  is  usutilly  eusv  unless  the  owning  it>  very 
minute.     The  opeuing  uau  be  both  felt  aod  seen. 

Treatftifnt. — \Mien  there  is  any  tearing  nf  th^  vaginal  walls 
daring  lahour  they  should  at  once  be  carefully  stitchetl.  When 
the  perineum  and  posterior  vaginal  wall  are  corn  into  the  rectum, 
the  partH  should  he  thoroughly  cleansed  and  repaired.  The 
reotal  wall  should  Hrst  be  closed  with  catgut  sutures  passed 
from  the  Iwwel  and  tied  inHJde.  Then  when  the  bowel  is 
closed,  the  vaginal  wall  and  |iorinouni  should  be  closed  also. 
Hilkworm  gut  sutures  are  the  best  (or  the  perineum,  and  they 
should  he  [jasscd  deeply  in.  Provided  that  sepsis  does  not 
supen'ene,  the  parts  will  heal  completely. 

The  bowels  should  be  moved  on  the  thii-d  day  by  castor  oil, 
and  they  should  not  be  allowed  lo  liecome  constipated. 

Small  tistulae  will  occasionally  heal  spontaneously  if  kept 
clean,  but  a  plastic  operation  wiU  usually  be  required. 

Operation. — When  sloughing  has  ceased  and  the  surrounding 
parts  are  healthy,  the  patient  ^^hould  be  prepared  by  hanng 
the  bowels  well  cleared,  and  the  vat^iua  douched  with  a  non- 
poisonous  antiseptic  for  several  days  before  the  operation.  If 
the  fistflla  is  hiijh  np,  it  can  \w  expos*td  by  drawing  the  perineum 
l)ack  when  the  patient  is  in  the  liihutomy  position.  The  edges 
should  l>e  (Nired  and  the  recto-vaginal  septucn  split  with  a 
blunt  dissector  (or  from  I  to  I  an  hich  all  round,  This  onubles 
you  to  bring  the  rectal  part  and  the  vaginal  part  togetlier  with 
separate  sutures.  The  reotal  part  is  closed  by  interrupted  cat- 
gut sutiu^s  passed  through  the  submucous  tissue,  hut  not 
including  the  mucous  membrane.  They  are  tied  and  out  off 
short,  and  buried  by  the  next  row  of  sutures  which  close  the 
vaginal  part.  The  rectal  sutures  are  sometiuieH  passed  from  the 
bowel  and  tied  inside  the  bowel.  Silkworm  gut  may  he  used 
for  the  vaginal  sutures  ;  they  should  be  removed  in  a)x>ut 
ten  days.  The  bowels  may  be  left  undisturbed  for  a  week, 
and  then  cleared  by  on  olive  oil  injection. 
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Wlieii  llie  fistula  is  close  to  the  sphincter  the  beat  way  is  t« 
out  throuj^h  the  reiinains  of  the  perineum  and  then  splU  up  the 
recto-vaginal  septum,  as  in  doing  a  Tait'a  operation  on  the 
|KMineum.     The  recital  v.ii\\  should  first  he  olnned  with  catgut 
BUtures,  juiflsed   from  within  the  lx)wel,  tied   and    out   short. 
The  vaginal  wall  ih  treated  in  the  same  way.     The  operation  is  I 
then  finished  like  an  ordinary  repair  of  the  i)erineun),  bypasaiDgj 
from  four  to  sis  deep  silltworm  (»ut  fiutures.     Before  tying  these  I 
the  raw  surface  should  l>e  very  i-arefuUy  cleansed  with   1 
2,000  perchloride  of  mercury  solution,  for  fear  it  may  have  beet 
conta-mi tinted  from  the  rectum. 

Central  Tear  of  the  Perineum. — The  presenting  part  of 
the  child  occasionally  passes  through  the  centre  of  the  perineum. 
In  umst  nasfis  the  t«ir  extends  forwanls  into  the  vulva,  iiialdufi 
a  complete  rupturu,  hut  occasionally  this  does  nut  occur  and 
central  rupture  is  left. 

The  following  case  is  the  ooly  one  I  have  ever  seen. 

Fourteen   yeai's  ago  this  patient  was  attended  in  her  fir 
ooufinement   by  two   students  from    the    Maternity  Hospital. 
The  ^latient  says  that  the  tear  occurred  then,  hut  the  students, 
if  they  oljserved  it,  failed  to  report  it,  as  the  labour  is  eoi 
as   n    iioruial   one.     The   present  confinement  is  her  eighth,. 
When  the  head  was  at  the  vulva  a  hand  of  tissue  was  seen 
he  stretched  over  it.  and  the  nurse  slipped  this  towards  fcfae^ 
left  side,  whtiu   thu  head  was   ai   uucc  expelled.     The   eigfatJ 
children   have  all    been    bom  through  the  abnormal  openingyj 
as  the  normal  vulvar  cleft  has  evidently  never  been  distended. 

At  her  first  labour  thu   huad  evidently  came  through   thai 
centre  of  the  perineum,  and  the  tear,  instead  of  passing  into! 
the   vulva,  iiad  extended   forward,  completely  separating    the] 
right  labium  minus  along  its  junction  with  the  labium  majus. 
The  Uiox  extunds  us  far  forwards  us  the  clitoris.     The  condition 
does  Dot  caudc  the  patient  any  inconvenience.     Until  the  parts 
ai\>  rieparated  you  would  hardly  notice  anything  was  wrong. 
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Via.  ^. — Old  I'eiitfAl  rupture  o(  the  perioeuui. 

although  we   cannot  subscribe   to  his   conotuHion    an   to   tlie 
cause : — 

"  A  white  mare  of  great  beaaty  had  been  presented  to  Hei' 
Serene  Highness  the  Queen,  and  in  ordet  vW\  vvs,  %-^\x.«s«M'<i 
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and  iisefulneRs  mi^ht  not  l>e  imimired  by  fonl-bearing,  the 
gruomy.  u-s  is  the  custom,  had  mtibulated  tlie  unitual  \vith  iron 
rings.  This  mare  (by  what  ehauou  1  know  not.  nor  could  thn 
grooms  inform  mo)  waa  got  with  foal ;  and  at  length,  when  no 
one  suspected  an})'thing  of  the  Icind,  she  fonlerl  m  the  night, 
and  a  living  foul  was  found  the  next  morning  hy  the  mother's 
side.  When  I  heard  of  the  cironmstance,  I  went  immediately 
to  tht!  i^Iaoe,  and  found  the  sides  of  the  vulva  still  fastena! 
together  hy  the  rings,  Iml  the  whole  pudendum  on  the  left 
side  80  tbruBt  and  torn  away  from  the  pelvis  by  the  almost ' 
incredible  etforts  of  the  foetus,  that  a  gap  suHiciently  wide  wa& 
made  to  admit  of  its  escape,  such  in  the  force  aad  vigour  of  i 
a  full  grown  and  lionlthy  foetus." 

A  similar  condition  may  arise  from  an  ordinary  torn  perineum 
which  heals  in  Trout  and  behind,  hut  fails  to  unite  in  the 
centre.  If  the  opening  is  a  very  small  one  ii  will  pi*otjably 
close  of  itaelf,  especially  if  the  edges  are  touched  with  pure 
oarholic  acid,  bin  if  it  doeH  not,  the  front  bridge  of  tissue  ahould  . 
be  cut  through,  and  an  ordinary  repair  done,  hy  rawing  the 
edges  and  stitcliing  the  parts  carefully. 

The  imme<linto  repair  of  a  central  tear  would  not  differ  from 
that  of  an  ordiuui-y  tear,  except  that  you  would  prolmbly  liave 
to  cut  tlurough  the  anterior  bridge  of  tl<)sue  to  get  the  vaginal 
tear  pi*o|>erly  clo«e<l. 

Prolapsed   and  Inflamed  Haemorrhoids, — A  very  large  | 
number  of  oonlinemonl  cascH  suffer  frum  hemorrhoids.     The  j 
pressure  of  the  presenting  part  is  very  liable  to  cause  engorge- 
ment and  prolapse  of  the  lower  p«.rt  of  the  bowel.     If  the 
hfemurrhoids  aa*  much  congestt-d,  the  {mtient  will  AufTer 
pain  from  them,  and  probably  have  retention  of  urine. 

Trralmrnt. — Hot  fomentations  should  lie  applied  to  reliext* ■ 
the  congestion,  and  if  there  i«i  much  pain  morphia  suppositories 
or  sedative  ointments  should  be  used.     As  soon  as  the  boweU , 
are  thoroughly  cleared  the  suffering  is  usually  ix'Iieved. 
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Fissure  of  the  Anus. — The  rectal  mucous  tnemhrane  is 
very  olteu  iissured  durint;  the  passaye  of  the  head.  In  the 
majority  oi  cases  Chn  tismireB  heal  without  causing  any  trouble, 
hut  occttsioually  a  very  paitiful  condition  ia  left  liehindl.  As 
a  mle  the  patient  does  not  complain  of  the  pain  until  some 
time  after  the  confinement.  If  she  has  pain  she  probably 
considers  it  arises  in  the  vagina,  and  she  expects  il  to  come 
right  shortly.  Oocasionally,  however,  the  sutTerinR  is  so  ^cAi 
within  a  day  or  two  after  the  confinement  that  the  patient 
cortipUiaa  hitterly  of  it.  I  have  seen  one  marked  case  of  this. 
The  fisHure  was  so  painful  that  lar^e  doans  of  morpliia  failed 
to  ^ive  relief,  and  I  had  to  chlorofonii  the  patient  and  fttretoh 
the  rectal  sphincter  thoroughly.     This  was  effectual. 

Treatment. — Put  the  patient  deeply  under  chloroform,  and 
lhorouj;;;hly  stretch  the  sphincter  so  iis  to  paralyse  it.  Cutting 
throu»;h  the  base  of  the  fissure  is  an  older  method  of  treatment, 
but  I  think  the  stretching  is  better,  provided  always  it  l)e 
thortiut'hly  done. 

Injuries  to  the  Vagina. — Fistulu?  and  lacerations  have 
already  l)e«n  dealt  with.  In  most  oases  of  labour  there  is 
more  or  less  injuiy  to  the  vagina.  It  may  be  cither  in  the 
upper  part  of  thi^  canal  or  in  the  vulva.  Lacerations  about 
the  vestibule,  though  small,  may  give  rise  to  considerable 
hiomorrhage.  The  plexus  of  veins  which  lies  there  is  very 
apt  to  be  varicose,  and  if  it  is  opened  into  the  bleeding  will  be 
profuse.  In  such  a  case  stitching  is  necessary.  I  have  seen 
several  cases  in  which  stitchin>;  was  required.  If  the  tear  is 
near  the  tuethra,  care  must  lie  taken  not  to  include  it  iu  a 
stitch. 

Although  the  vagina  may  uot  tw  lacerated,  the  mucous  mem- 
brane may  lie  injured  by  the  pressure  of  the  presenting  part. 
If  the  parts  are  kept  perfectly  aseptic,  no  bad  results  will  follow, 
but  if  septic  organisms  gain  a  footing  a  pitet-peral  ulcer  will 
form.      It   will    present   a   greyish,  slouf^hini^  Wm*  n^'Cr.  -wx 
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inflamed  margin.  There  will  be  a  profuse  ionl  disohai-ge,  and 
the  lemperalure  and  pulse  will  rise. 

The  Treatinenl  consists  in  tboronghly  cleansing  the  part,  and 
applying  pure  carbolic  acid  to  the  ulcer,  and  then  dusting  it 
with  iodoform  powder.  Vaginal  douching  in  such  a  case  may 
do  harm  by  carrying  some  of  the  putrid  material  into  the 
uterus.  To  allow  of  free  drainage,  the  upper  end  of  the  bod 
should  be  raised  or  the  patient  propped  up.  One  application  of 
carbolic  will  usually  bo  sufficient,  but  the  ulcer  should  be  kept 
cleau  aud  have  iodoform  appUed  daily  imtil  it  heals.  The 
slough  will  separaic  in  ii.  few  days  and  leave  a  dean,  healthy 
surface. 

Uterine  Complications. — Some  of  these,  vis.,  after-pains, 
subinvolution,  superiuvolution,  aud  fistulsB  have  already  been 
referred  to  (Chapters  xiii.  and  xxxiii.). 

Laceration  of  the  Cervix.— This  is  an  accident  which  is 
apt  to  happen  in  any  case  in  which  delivery  is  eSeoted  before 
the  08  is  fully  dilated,  in  treating  of  haemorrhage,  oases  have 
been  referred  to.  While  it  is  apt  to  happen  in  oases  artificiaUy 
delivered,  it  also  occurs  in  natural  deliveries.  If  you  were  to 
examine  all  your  cases,  you  would  find  more  or  leas  tearing  of 
(he  cervix  in  a  large  number  uf  them,  especially  among  primi- 
parjc.  With  even  a  fairly  large  bilateral  bear  there  may  not  be 
much  bleeding,  but  if  the  uterine  artery,  or  a  large  branch  of  it, 
be  torn,  the  hsemorrhage  will  be  ver^*  severe,  and  may  even  prove 
fatikl.  If  the  tear  extends  beyond  the  cervix,  the  uterine  artery 
is  very  Uable  to  be  torn.  A  small  toar  in  the  cervix,  in  a  case 
of  placenta  prievia  may  cause  excessive  poet-portum  hemor- 
rhage. These  cases  have  been  referred  to  in  dealing  with 
placenta  propria. 

The  immediate  risk  from  a  tear  of  the  cervix  is  hemorrhage, 
while  the  remoter  risk  is  the  greater  liability  to  septic  absorp- 
tioQ. 

The  Diatjnoaiii  can  easily  be   made   by  touch,  and  also 
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drawing  down  the  cervix  and  inspecting  it.  In  a  case  of  post- 
partum hBBmorrhago,  if  the  utenis  is  wcU  rotracted,  one  should 
at  ODoe  suspect  laceratioD  of  the  cervix. 

TTeaini^nt.  —  In  slight  caflcs  natural  repair  will  occur 
during  the  puei'perium,  but  if  the  tear  ib  deep,  if  it  is  not 
stituhod,  the  cervix  will  remain  permanently  fissured  and  prob- 
ably require  a  secondary  repair.  When  the  tear  is  Urge,  even 
if  there  is  no  htnmorrhage,  it  should  be  stitched  at  once.  The 
|)art8  arc  so  dilated  that  it  ia  quite  easy  to  do  this.  By  draw- 
ing down  both  lips  the  cervix  can  be  exposed  and  the  stitches 
easily  passed  with  a  curved  needle.  Catgut,  which  will  not 
ubsorb  under  a  week,  malces  a  very  suitable  suture.  The 
stitches  must  be  tied  tight  as  the  tissues  will  be  ^edematous. 

The  three  following  cases  may  he  taken  as  illustrative: — 

CasK'-  I. — .\  prim)pai*a,  after  a  natuml  labour,  was  found  to 
have  something  protruding  from  the  vulva.  On  examining  this, 
the  house  surgeon  discovered  that  it  was  the  anterior  lip,  and 
that  there  was  an  Bxteosive  bitat«ml  tear  in  the  cervix.  There 
was  no  bleeding.  I  put  hve  or  six  stitches  in  each  side.  At 
the  end  of  the  puerperiuiu  heaUng  was  complete. 

Case  JI. — In  a  case  of  induction  of  labour  in  a  contracted 
pelvis,  delivery  hod  to  he  isffocted  with  forceps.  The.  cervix 
was  lacorated  towards  the  left  side.  Considerable  bleeding 
continued  during  the  douching,  so  the  laceration  was  stitched 
with  chromic  acid  catgut.  This  completely  stopped  the  bleed- 
ing. When  the  patient  left  the  hospital  the  cervix  was  healed, 
but  the  stitches  hod  not  absorbed.  I  removed  them  six  weeks 
later,  and  they  were  as  sound  as  when  put  In.  I  have  sinoe 
delivered  this  patient  of  another  Uve  child  by  induction  with 
forceps,  without  tearing  the  cervix. 

Case  UL — This  patient  had  an  exceedingly  pendulous  abdo- 
men. The  cervix  had  evidently  been  badly  torn  in  one  of  her 
I      former  labours.     The  ant«rior  lip  was  very  cedematous  and 


was  delivered  alive  with  axis-traction  foroeps,  but  vrith  tb* 
utmost  dlflioulty.  The  uterus  retraotod  well  after  the  plaoontft 
waB  expelled,  but  copious  bleeding  continued,  evidently  from 
the  oer\'ix.  I  lU  once  plugged  the  uterus  and  cervix  vritb 
iodoform  gauze,  and  the  vagina  with  aseptic  wool.  This 
trolled  the  hflemorrhage  completely.  On  removing  the 
next  day  there  waK  no  bleeding.  In  this  case  plugging 
preferable  to  Btiiohing,  aa  there  was  no  single  fresh 
of  the  cervix. 

In  a  few  rare  cases,  a  ring  of  the  oervix  is  torn  off  hy] 
advancing  bead.  I  have  never  seen  a  case  of  this  kind, 
Hirst  records  two,  Kxtreme  rigidity  of  the  lower  port  of 
oervix,  i.e.,  of  the  part  immediately  round  the  us  externum, 
seems  to  be  the  cause.  In  Hirst's  cases  there  was  no  exoessivq 
bleeding,  and  the  patients  did  well.  If  bleeding  does  occur  the 
blooding  points  should  \k>  caught  and  lied  if  possible,  and, 
ing  this,  the  uterus  and  vagina  should  be  very  firmly  plu|] 

Inversion  of  the  Uterus. — This  usually  happens  during,  oc 
shortly  after,  the  end  of  the  third  stage  of  liilx>ur,  but  it  may 
occur  later  during  the  puerperinin.  Fortunately  it  is  u  can 
ooourrence.  In  51,290  cases  in  the  Glasgow  Maternity  ^H 
pital  it  only  occurred  three  times,  and  of  these  two  reooverSE 
In  the  faU.1  case  there  was  the  further  complication  of  pi 
pricvia.  The  accident  occurred  in  the  hands  of  a  midwife,  i 
as  the  patient  did  not  die  for  six  days,  sepsis  was  probably 
oatitte  of  death.  The  following  two  cases  are  the  only  on 
have  seen  : — 

Case  I. — Mrs.  C,  st.  twenty -two,  ii.-para,  was  attended  Ijjri 
midwife.  The  labour  liad  begun  about  1  a.m.,  »nd  the  child  haA 
tieon  bom  at  4.30  a.m.  Altnut  twenty  minutes  after  the  birth  of 
the  child  a  strong  expulsive  pain  hod  brought  something  away. 
The  midwife  said  that  she  had  not  pressed  on  the  fundus  oi 
pulled  on  the  cord.  Wheu  the  mass  appeared  at  the  vulva  sbti 
lifted  the  placenta  off,  as  it  was  not  attached  to  the  inverted 
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Uterus.  There  was  no  grenl  Ijleedjng,  bul  the  patient  became 
frightfully  collapsed.  I  saw  her  Imlf  un  hour  later  and  found 
her  just  brtiathiug  her  last.  The  inverled  uteruB  lay  between 
her  thighs  oompletely  outside  the  vulva,  so  the  vagina  woa 
inverted  as  well  as  the  uterua.  There  had  not  l>6en  much 
htemorrhage.  Death  had  evidently  Iwen  uauserl  by  nhcxik. 
There  was  nothing  to  uocouqi  for  the  inversion.  The  paiieat 
had  apparently  twen  quite  healthy,  and  had  l>o«n  going  about 
as  usual  on  the  evening  liefore  the  labour  came  on.  The  labour 
had  been  quite  natural,  and  I  am  pretty  confident  the  midwife 
had  not  made  traction  on  the  cord.  The  cord  was  an  ordinary 
length.  So  far  art  I  oould  make  out  the  placenta  had  been 
attached  to  the  fundus.  From  the  midwife's  description  of  the 
third  stage,  the  uterus  seems  to  have  remained  in  a  state  of 
inertia  for  nearly  twenty  minutes  and  then  to  have  suddenly 
contracted  very  violently.  She  said  there  was  only  one  expul- 
sive pain.  Possibly  the  weight  of  the  placenta  atlaohed  to  the 
fundus  of  the  relaxed  uterus  had  caused  the  fundus  to  sag  down, 
and  when  the  contraotion  had  come  on  tlie  placenta  and  fundus 
had  been  caught,  and  the  inversion  completed.  The  violenoe  of 
the  contraction  had  prolxibly  inverted  the  vagina  and  separated 
the  placenta  atr  the  same  time. 

Caae  II. — Mrs.  P.,  iot.  twenty-one.  U.-para. 

This  patient's  first  pregnancy  had  ended  at  the  seventh 
month  in  a  premature  labour  with  a  Atill-horn  child.  When 
three  months  pregnant  the  second  time  8he  had  been  threatened 
with  an  abortion.  During  the  later  months  of  the  pregnancy  she 
had  suffered  from  profuse  leucorrhoeal  discharge,  so  bad  at  times 
that  it  ut^ed  "  to  drop  on  the  floor  ".  When  labour  l)egan  the 
membranes  ruptured.  Some  hours  later,  when  Dr.  Christie, 
her  medical  attendant,  saw  her,  the  oa  was  the  size  of  a  shilling, 
Borne  eight  hours  later,  when  the  os  was  fully  dilat«d,  the  pains 
I     begaa  to  weaken,  so  he  administered  ohloroform  and  delivered 
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tared.      The  child   waB  alive.      Durinf;    the  third  stage  Dr. 
Christie  kept  his  hand  on  the  fundus,  but  did  not  press  fir 
upon  ii.     The  placenta  was  soon  expelled,  but  the  membmn« 
were  attached  to  a  body  which  also  appeareil  at  the  vulra, 
which  Dr.  Christie  at  once  recognised  to  be  the  inverted  ut«rus. 
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He  quickly  stripped  the  membranes  off  and  pushed  the 
back  into  the  vagina,  compressing  it  to  stop  the  hjcLnorrli 
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The  patient  at  ouce  showed  signs  of  extreme  collapse, 
was  promptly  administered. 

When  I  i-eacbed  the  patient,  about  an  hour  later,  she  was 
very  collapsed,  hut  had  rallied  slightly.  She  had  lost  a  good 
deal,  but  not  an  alarming  amount  of  blood.  Her  pulse 
barely  perceptible  at  the  wrist.  She  complained  bitterly 
terrible  bearing  down  pain.  She  whs  at  once  given  yV  gr. 
strychnine,  and  Dr.  Sinclair,  who  was  also  present,  gave  her 
normal  saline  infusion  of  2  pints  under  the  right  breast,  whl! 
Dr.  Christie  administeretl  chloroform  and  I  i'einverte<l  the  uterus. 
It  was  completely  inverted.  With  my  fingers  in  a  cone  si 
I  pressed  the  centre  of  the  fundus  up,  and  as  soon  as  she  wi 
deeply  under  the  chloroform  I  felt  the  constricting  ring  \i 
and  the  remainder  of  the  reinversion  was  quickly  accomplished 
with  the  closed  fist.  J  then  stripped  off  and  removed  sevi 
pieces  of  adherent  membranes  and  gave  a  copious  lysol  douol 
Two  stitches  were  put  into  the  perineum.  A  bypodermic 
ether  was  pven  and  frequent  doses  of  brandy  by  the  mon 
The  pain  disappeared  entirely  after  the  uterus  was  reinveri 
Twelve  hours  later  she  had  rallied  considerably.  On  the  fou 
day  her  temperature  rose  to  103"  F.,  but  an  intra-utorine  do 
of  lysol  quickly  brought  it  down  to  normal.  Beyond  uufleri 
from  retention  of  arine  for  five  days  she  hnd  no  (uri 
trouble. 

Id  this  case  there  was  no  question  of  traction  upon  the 
or  undue  pressure  from  above.     It  looks  as  if  the  inversii 
bad  bc>en  caused  by  the  firmly  adherent  membranes  dragt^ng 
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ndus  down  as  the  placenta  wtki  expelled.  The  placeiuu.  IiuaI 
Apparenbiy  not  been  ndherent. 

Cattses. — Id  apontoneouij  cases  there  is  probably  at  first  com- 
plct<»  inertia  of  the  «t«ru8.  The  placenta  remains  attached  (il 
may  bo  ulfierent).  and  from  its  weight,  espeoiatly  if  it  be 
attached  near  the  fundus,  it  drags  down  the  uterine  wall. 
When  a  contractioa  comect  on,  if  the  inverted  portion  is  caught, 
the  prncesB  will  he  continued  until  the  Iiody  of  the  utenia  is 
forced  into  tlie  vagina.  II  the  vagina  alao  id  inverted  tlie  body 
will  protrude  at  the  valva.  The  most  frequent  cause  of  iover- 
aiou  is  either  traction  on  the  cord,  or  pressure  on  the  fundus 
from  above,  In  such  caftcR  inertia  must  he  present  or  the 
uterine  wall  could  neither  be  pulled  nor  pushed  down.  If  the 
uterus  were  at  all  retracted,  the  cord  would  hreak,  or  the 
placenta  tear  off,  before  iuversiou  could  be  cauBed.  It  ih  occa- 
sionally caused  during  the  puerperium  by  severe  straining  at 
stool. 

Symptoms. — There  is  a  sudden  indication  of  profound  shock, 
accompanied  by  some  hsemorrhage.  This  will  proljably  have 
been  preceded  by  a  strong  expulsive  pain. 

Dia/jnosia. — If  the  hand  is  placixl  on  the  abdomen  no  uterine 
tumour  can  l)e  felt.  and.  if  the  alxlominal  wall  ie  at  alt  lax,  a 
^oove  is  felt  where  the  uterus  should  be.  A  vaginal  examin- 
ation will  at  once  reveal  a  mass,  in  the  vagina,  or  protruding 
from  it.  The  placenta,  if  not  previously  expelled,  will  still 
be  attached,  or  lying  on  the  mass.  Care  must  be  taken 
not  to  mistake  a  fibroid  polypus  for  the  uterus.  If  the  pro- 
truding mass  is  a  polypus  you  should  still  be  able  to  feel  the 
uterine  timiour  in  the  aMomen,  and  to  pass  a  sound  into  the 
cavity  of  the  uterus  by  the  side  of  the  mass. 

PrcHjiivsix. — It  is  a  very  grave  condition.  The  patient  may 
die  from  shock  or  hromoiThage  in  a  very  short  time,  and  if  the 
inversion  is  not  quickly  relieved  she  may  die  from  exhaustion, 
from  repeated  hfemorrhage,  or  from  sepsis. 
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Treatment. ^-li  the  inversion  is  only  partial,  upontaneou: 
reduction  may  occur,  but  we  must  not  reckon  on  this.  Reduc- 
tion should  be  attempted  at  once.  In  the  majority  of  cases,  i( 
the  attempt  is  made  within  a  few  hours,  i^uccefis  will  follow. 
After  forty-eight  hour*  the  chances  are  that  you  will  not 
succeed,  and  it  ia  then  probably  better  to  wait  until  inrolatioa 
has  taken  place,  unless  sep&is  has  set  in  when  the  uterus 
nhould  l)e  romoved. 

If  the  placenta  is  Htill  lulhereut  some  advise  that  it  should  be 
left,  but  I  think  it  should  be  peeled  off,  The  uterus  should 
tirBt  be  thoroughly  cleansed,  if  the  operation  is  done  imme- 
diately chloroform  may  not  be  necessary,  but  if  a  few  hours 
have  passed  it  should  t^e  administered.  Taxis  should  be 
applied  by  the  band  and  not  with  instruments.  The  centra] 
taxis,  aa  firat  deacribed  by  McCliuitxjk,  is  the  one  moat  fre- 
quently used  in  recent  coses.  The  closed  tist  is  steadily  pushed 
against  the  fundus  until  the  uterus  is  reinverted,  and  the  hand 
is  kept  inside  the  organ  until  retraction  has  taken  place.  A 
second  method  is  to  grasp  the  uterus  in  the  hand,  and  while 
compressing  push  it  upwards  and  forwards  in  the  pelvic  axis. 
Another  method  is  to  giuap  the  liody  in  the  same  way,  and 
then  press  firmly  upwards  with  the  thumb  on  the  anterior  part 
of  the  mass.  Viliichover  method  is  used,  care  must  he  token 
to  press  in  the  axis  of  the  pelvis,  or  the  uterus  may  simply  be 
driven  u^.unst  the  piYimontory  of  the  sacrum.  If  some  time 
has  elapsed  manual  taxis  will  probably  fail.  Vaginal  tampons 
sometimes  succeed.  Pinard  considei-s  ChampetierdeBibos'  bog 
poeaesses  advantages  over  all  other  plans.  The  bag  is  filled  in 
the  vagina,  and  by  its  pressure  it  gradually  reinverts  the  organ. 

When  the  reinversion  is  accompli«)hed  an  antiseptic  iotm- 

ulerine  douche  must  be  given  at  once.     To  combat  shook  the 

patient  shonld  be  freely  stimulated  and  a  large  saline  infusion 

administei^. 

//  the  circnktion  hM  been  Interfered  with  gangrene  of  the 
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uteiiis  will  ooour,  and  In  such  cases,  and  in  those  which  are  very 
septic,  total  extirpation  by  the  vaginal  route  should  be  done  at 
once. 

In  coses  where  you  fail  i)y  taxis  or  by  elastic  preesure  in- 
volution should  he  allowed  to  occur  b«?fore  makin);;  further 
attempts.  The  tendency  of  the  present  day  is  to  deal  with 
these  cases  by  abdominal  section,  or  anterior  colpohysterotomy. 
By  tlie  alxiominal  route  the  cervical  riu^  may  )>e  dilated,  or.  if 
this  is  ini])OSFiihlc,  the  posterior  uterine  wall  may  he  incised 
longitudinally  and  then  stitched  after  reposition  has  been 
efTecced.  [f  i-eposition  is  found  impossible,  hystei^ectomy  should 
be  performed. 

Dmi'UCKMENTH    OF    THK    UtKHUS. 

Prolapse  of  the  Uterus. — The  commonest  displacement  is 
prolapse.  It  is  titible  to  occur  if  a  patient  rises  before  the 
uterus  has  involuted  into  the  pelvis.  The  ligaments  have  notJ 
had  time  lo  cuuiu  Imck  to  their  normal  state  and  the  weight  o( 
the  or^n  causes  the  prolapse.  It  is  specially  liable  to  ooourl 
if  the  jjerineum  has  been  torn  and  not  properly  repaired.  In 
some  cases,  however,  the  perineum  may  remain  intact,  and 
yet  there  may  lie  cousiderable  iujurj  to  the  pelvic  fascia  which 
will  allow  ilie  uterus  to  descend.  The  following  case  illustrates 
tliis.  1  delivered  a  primlpara  by  axis- traction  forceps  of  a  very 
large  child.  It  was  a  persistent  occi  pi  to- posterior  position,  hut 
the  perineum  was  not  torn.  She  did  not  rise  until  involution 
was  complete,  and  after  being  up  for  a  few  days  she  had  an 
attack  of  rheumatism  which  confined  her  to  bed  for  six  weeks. 
When  she  began  to  move  about  after  this  the  uterus  prolapsed, 
so  thai  the  cervix  appeared  at  the  vulva. 

The  treatment  in  these  cases  is  to  support  the  uterus  with 
a  ring  pessary,  and  make  the  patient  rest  as  much  as  possible. 
The  great  preventative  is  not  to  allow  a  woman  to  get  np 
until   the  uterus  has  involuted  into  the  pelvis. 
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Retro -displacements. — In  the  g&tW  stage  of  prolapse  rherel 
is  more  or  less  posterior  displacement  of  the  fundus,  but 
not  infrequently  occurs  without  any  prolapse.     Pads  under  the 
abdominal  binder  are  said  to  predispose  to  this,  but  as  they] 
lire  only  used  in  the  first  day  or  two  of  the  puerperium  when 
the  uterus  is  above  the  promontory  and  cannot  be  displaced 
backwards,  I  cannot  see  how  they  can  possibly  have  any  oflfiect.| 
[f  they  are  used  after  the  fundus  has  fallen  below  the  promon- 
tory they   may  then    certainly  be   Injurious.      Overdistenttoa . 
of  the  biwlder  will  l)o  very  apt  to  uause  diuplueonienl.     Th^ 
chief  factor  is  undoubtedly  the  relaxed  condition  of  the  liga- 
ments, especially  the    round    ligainents.     After   an  attuck 
para-  or   perimetritis,  it    may  arise   from   the  cxmtraction 
ttdhosions  drawing  the  fundus  hack. 

The  Trcatmmi  is  to  replace  the  uterus,  aud  keep  it  in  position 
by  means  of  a  suitable  pessary.  If  an  inflammatory  oonditioc 
is  present  it  must  first  be  dealt  with. 


CHAPTER  XXXV. 

COMPLICATIONS  OF  THE  PUERPERIUM  tCmttinwd). 

CondiUouH  of  the  Utenis  mad  Adiiexa  AritiiiiK  (roiii  Septic  Absorption- 
How  the  Organitma  Gaiu  an  Eotimnce— S4!pticH>m!a— Priemia — 
Bftpnrmui — Pelvic  Cellulitis  or  Parametritic— P*^l vie  Poritonitis  or 
Perimetritis — Cmhh  of  S^ipsiK. 

Conditions  of  the  Uterus  and  Adkexa  Arising  prom 
Septic  AusonmoN. 

This  subject  is  a  verj-  wide  one,  but  I  shall  endeavour  to  deal 
wiib  it  as  concisely  as  possible.  One  can  hardly  say  that  the 
pathology  of  this  condition  haa  been  thoroughly  worked  out. 
Much  still  remains  to  \ie  done,  but  the  science  of  bacteriology 
han  thrown  a  great  deal  of  light  on  the  subject,  and  has  revealed 
to  U8  many  things  which  were  unknown  to  our  predeoeasors. 
We  now  know  that  micro-organisms  are  at  the  bottom  of  all 
septic  mittohief,  and  that,  us  u  rule,  they  or  their  products  gain 
an  entrance  into  the  woman's  system  during  the  labour  or 
shortly  after  it.  In  a  few  rare  oa«es  they  are  present  in  the 
system  before  labour,  as  I  shall  illustrate  by  a  number  of 
eases. 

The  term  pueiperal  (ever  is  a  very  misleading  one,  and  it 
should  be  banished  from  our  nomenclature.  As  Semmelweis 
long  ago  pointed  out,  the  uoudilion  in  simply  that  uf  blood 
poisoning  occurring  in  a  puerperal  woman.  The  only  effect 
the  puerperal  coudition  has  on  the  diKeuHe  is  to  render  it  more 
viruleni.      The   patient's    bloodi  is   very  hydr&^oiic'  and.  t^lw. 
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organB  of  absorptioD  and  excretion  are  fully  taxed,  to  dispose  of 
the  products  of  involution,  so  it  is  easy  to  understand  why 
blood  poisoning  ifl  bo  apt  to  be  serious. 

Various  organisms  have  been  identified  in  the  discharges,  e,g„  ' 
the  Btreptococcus,  the  staphylococcus,  the  colon  bacillus,  the 
gonooooGUS,  the  bacillus  pyocyaneus,  the  bacillus  fcetidus,  the 
pneumococcus,  the  Klebs-L<>f11er  bacillus,  and  the  tetanus  bacillus. 
The  streptococci  are  probably  the  ones  most  frequently  found,  ^_ 
but  in  many  cases  the  infection  is  a  mixed  one.   Those  organisms  ^M 
act  directly  on  the  system  and  give  rise  to  septiceemia  or  pyiBmia. 
On  the  other  hand,  sapraemia,  which  may  be  looked  upon  as  a 
milder  form  of  sepsis,  although  in  some  cases  it  may  be  fatal,  is 
caused,  not  by  direct  invasion  of  the  tissues  by  organisms,  but 
by  the  absorption  of  their  products,  i.e.,  of  ptomaines.      Tbeie 
ptomaines  are  produced  by  the  action  of  saprophytic  organismB 
on  the  dead  animal  tissues  which  are  present  in  the  birth  canal. 

As  has  already  been  stated,  vaginal  bacteria  proper  have  the 
power  of  destroying  even  the  most  virulent  of  these  organisms, 
but  their  power  is  limited,  and,  if  the  invading  organisms  are  too 
nmnerous  or  too  powerful,  the  victory  must  go  to  the  stronger. 

How  the  Organisms  Gain  an  Entrance. — In  the  great 
majority  of  cases  the  germs  are  conveyed  into  the  genital 
canal  by  the  examining  fingers  or  instruments,  at  the  time  of 
labour  or  during  the  pue]*penum,  and  gain  an  entrance  through 
the  lymphatics  in  septictemia.  The  external  genitals  and  peri- 
neum must  swarm  with  all  sorts  of  organisms,  and,  if  tbeee 
parte  are  not  thoroughly  cleansed,  it  is  impossible  to  guard 
against  introducing  some  of  thom^  when  making  au  cxaraina- 
tion  or  applying  instruments.  However  careful  one  may  be 
in  sterilising  one's  hands  and  instruments,  if  oare  is  not  also 
exercised  in  cleansing  the  external  parts,  organisms  are  sure  to 
be  introduced.  The  truth  of  this  has  been  demonstrated  to  m« 
over  and  over  again  in  my  hospital  work.  When  we  admit 
a  patieat  who  has  been  exa.mined  outside  in  the  usual  way 
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without  having  had  the  external  genitals  clean&ed,  ^ve  almostj 
invariably  fiad  the  temperature  rises  slightly  in  most,  and  con-" 
niderably  in  tiome.     The  followinf^  case  will  illustrate  this  ; — 

A  primipara  witli  a  conjugate  vera  vi  slightly  under  2^  in. 
waH  admitted  to  the  Maternity  Hospiial  in  labour.  The  mem- 
branes were  unruptured  and  the  child  alive.  It  was  ulearly  a 
case  for  Caesarian  section,  hut  I  learned  that  ahe  had  been 
examined  several  times  by  different  ineu  before  she  was  sent 
in,  and  as  evidently  no  care  had  been  taken  to  cleanse  the 
external  genitah  I  decided  not  to  do  a  aection.  Craniotomy 
was  performed  with  the  most  rigid  antiseptic  precautions,  and 
although  there  was  no  laceration  of  the  pans  she  developed 
acute  sepsis  within  (wo  days.  Had  I  done  a  section  she  would 
have  been  dead  within  forty-eight  hours. 

Sepsis  may  he  conveyed  through  the  vulvar  napkins  or  ths 
domestic  sponge,  which  old  women  are  so  fond  of  using  to 
cleanse  the  patient  with.  Many  patients  liave  been  infected 
by  the  douche,  when  given  with  an  aid  enetna  syringe. 

Infection  from  drains  may  undoubtedly  arise,  as  the  follow- 
ing case  well  illustrates.  The  patient,  a  primipara,  was  deUvered 
by  a  nurse  after  an  easy  natural  labour.  The  room  she  lay  in 
was  on  the  ground  floor  of  a  tenement,  where  a  new  system 
of  watei'>closeta  was  Iwing  built.  A  few  hours  after  delivery 
the  workmen  opened  the  drain  which  ran  through  the  entrj-. 
Within  three  hours  the  patient  had  a  violent  rigor,  and  when 
I  saw  her  shortly  afterwards  her  temperature  was  105'  F.  She 
was  removed  to  the  Fever  Hospital  as  soon  as  possible,  hut  she 
died  of  eepticsmia  a  few  days  later.  The  opened  drain  was 
opposite  the  door  of  the  house  in  a  narrow  entry  and  within  a 
few  feet  of  her  bod  (see  also  case  of  phlegmasia  alba  dolens, 
p.  508). 

The  retention  of  any  port  of  the  secundines  will  predispose 
to  sepsis,  aa  the  air  swarms  with  saprophytic  orgaaisms,  ever 
on  the  watch  for  a  suitable  nidus. 
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It  has  reoontly  been  maintaioed  thai  pathogenic  orgaDisai&, 
may  be  retained  in  the  inlei'sCices  of  the  eudometi'ium  durini 
pregnAncy.  and  set  up  sepsis  after  labour.     I  have  never  aeea 
case  of  this  kind,  hut  [  liave  oeeu  Beveral  where  old  abscosi 
were  undoubtedly  the  ^Kiuices  of  infection .     These  abnomuU 
cases  will  be  described,  later. 

Puerperal  Septicemia.  Sttniptoms. — As  a  rule,  notht 
WTon^  is  noticed  during  the  firsl  iwetity-four  hours  after  labo 
During  the  socund  or  third  day  of  the  puerperiuin,  or  it  may 
later,  the  patient  lias  a  rigor,  and  ihe  pulse  and  tetuiieraturp 
rise.  The  chances  are  that  you  will  be  told  that  the  patient  haa. 
hod  a  chill.  To  the  lay  mind  this  explains  the  matter.  Thi 
patient  may  have  been  exposed  to  a  draught,  or  her  roo: 
aUo%ved  lo  get  too  cold,  but  will  this  be  the  canoe  of  thi 
seizure  ?  There  h  no  doubt  that  exposure  to  t'old  or  a  draugli 
hy  lowering  the  vitality,  will  prediBpose  to  sepsis,  but  it  caqck 
arise  tinless  the  organisms  are  already  there,  ready  to  beg! 
their  fell  work.  In  the  same  way  1  believe  worry  and  anxiety, 
or  great  mental  excitement,  will  predispofie  a  woman  to  septi 
invasion. 

Will)  the  general  disturbance  we  have  also  local  maniteafca- 
tiotiB.     The  lochia  become  scanty  or  are  suppressed,  the  vagina 
grows  hot  and  tender,  and  tlicre  is  considerable  tenderness  o 
the  uterus,    involution  ceases,  and  the  uteruft  may  even  heuoiu< 
larger  than  it  was,  and  lose  its  feel  of  firuioeas.     The 
secretion  is  checked.     The  patient's  tongue  becomes  furred,  am 
she  suffers  front  headache.     Vomiting  may  occur,  and  in  man 
cases  diarrhoea  sets  in.     The  abdomen  often  l>ecomeB  teodi 
and  distended,  showing  that  goneml  peritonitis  has  set  in. 
scarlatinal  rnnh  sometimes  appears  over  the  wrists  and  elbows.' 
The  temperature  and  pulse  will  remain  very  high.     The  pulae 
is  a  better  index  of  the  patient's  condition  than  the  temperature. 
In  some  cases  the  temperature  may  remain  low,  even  subnor- 
mal,  and  yet  the  nuU'j  U;  ver^'  high.     Such  a  case  ia  likely  to 
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prove  fatal.  The  patient  will  often  be  restless  and  delirious, 
but  you  occaatonally  see  a  case  where  the  woman,  although, 
from  her  general  itppearanoe,  manifestly  very  ill,  yet  maintaina 
that  she  is  feeling  quite  well.    Such  a  case  generally  ends  fatally. 

In  fiome  cases  aeptin  pneumonia  will  be  net  up,  and  the  heart 
is  liable  to  be  afieoted.     In  others  insanity  may  develop. 

The  disease  may  prove  fatal  in  a  day  or  two,  but  it  sometimes 
lastH  for  as  long  as  throe  weeks. 

Dia/jnosis. — As  a  rule,  the  condition  can  be  only  too  easily 
rocognised  by  the  high  temperature,  quick  pulse,  rigors,  pain  in 
the  abdomen,  and  change  in  the  lochial  discharge,  etc.  The 
onset  of  any  of  the  exnnthninata  may  mislead  one.  Of  these, 
enteric  fever  used  to  be  the  most  difficult  to  diagnose,  as  its 
a>-mptoms  are  almost  identical  with  those  of  acute  septioipmxa, 
but,  thanks  to  the  Widal  method  of  examining  the  semm.  we 
are  now  able  to  settle  the  diagnoaif)  early. 

Proijuosis.^The  condition  is  an  exceedingly  grave  one. 

Treatment. — -Preventiou  is  alwa^-s  better  than  cure,  and  in 
this  case  it  is  markedly  so.  There  ore  a  few  oases  in  which 
the  disease  cannot  Ire  prevented,  hut  in  the  great  majority  there 
is  no  doubt  that  preventative  measure-!  will  prove  effective. 

[11  the  first  plaoe,  the  snrronnding^  of  the  [utient  should  Iw 
iu  a  sanitary  condition,  and  the  labour  should  be  txinducted  on 
aseptic  principles,  with  ns  few  va^dnal  examinations  as  possible. 
The  labour  mudt  not  bu  allowed  to  Hnger  on  until  the  woman 
is  completely  exhausted,  and  care  roust  bo  taken  to  have  the 
uterus  completely  emptied.  During  the  puerperium  perfect 
cleanliness  must  he  insisted  upon.  If  proper  precautions  are 
taken  there  is  little  risk  of  the  disease.  When  it  does  arise,  we 
have  CO  deal  with  a  constitutional  as  well  as  a  local  condition, 
and  we  must,  therefore,  atlopt  constitutional,  as  well  as  local, 
treatment. 

The  first  rhini;  to  do  is  to  get  the  bowels  well  eleared  A 
full  dose  of  ci^o^cl,   (ollowed  by  a  ftaline  or  a,u  •«:,ta.xQ&^  ^m% 
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well.  For  the  high  temperature  qn^ihe  is,  in  my  opinion, 
the  best  antipyretic.  It  should  be  given  in  full  dosetit,  say  lO 
gr.,  followed  by  5  gr.  every  four  hours.  If  the  patient  saffers 
from  much  paiu,  5  gr.  of  Dover's  powder  should  be  oombined 
with  each  doso  of  quinine.  If  the  pulse  is  quick,  free  fitimuU- 
tion  willbeueoetigary.  Stry^R^ine  given  hypodermically  makw 
fche  best  airdioo  stimulant,  and  it  should  be  used  freely  when 
the  heart  shows  any  signa  of  Sagging.  In  bad  oases  good  oU 
brandy  or  vi£^Uiy  shoald  be  given  freely,  not  in  teaspooafol. 
but  in  one  to  two  tablespoonful  doaes  every  hour  or  two.  The 
patient  must  be  given  as  much  fluid  nourishment  as  she  can 
take,  in  the  form  of  milk,  soups,  beef  extracts,  etc. 

Loml  Treatment. — The  uterus  must  be  very  thoroughly 
dcmc^ed  out,  and  any  portions  of  membranes,  placenta,  or  de- 
oidua  should  be  carefully  removed  with  the  finger.  Curettmg 
is  not  advisable.  Any  antiseptic  may  be  used  in  the  douche, 
hut  pcrohloride  of  mcroury  (1  in  2,000)  is  the  beat.  The  douch- 
ing should  l>e  fjuished  with  boiled  water  to  wash  out  as  mi^| 
as  {jossibleof  the  albuminate  of  mercury,  which  deposit*  in  m§. 
endometrium.  Poisoaiug  has  occurred,  but  I  have  never  seen 
a  case.  The  temperature  often  rise»  after  the  douche  is  given, 
and  a  rigor  frequently  occurs.  If  the  douching  ha«  done  any 
good,  the  temperature  should  full  In  a  few  hom-s.  If  neo^i 
sary,  intra-uterine  douching  should  be  repeated  daily,  aiid«.fl 
addition,  the  nurse  may  give  a  vaginal  douche  later  in  the  day. 
Poultices  or  stupes  over  the  uterus  have  a  soothing  ctfL^ct. 

The  infusion  of  a  pint  or  two  of  normal  saline  solution  is 
usually  very  beneficial  to  the  patient.  It  dilutes  the  poiaon 
and  also  assists  its  eliminatino.  The  infusion  may  tw  repeated 
several  times  if  necessary. 

As  regards  the  use  of  antistreptocoooiu  serum  tliere  is 
siderable  difTorenoe  of  opiniou.     In  pure  streptococcic  infe 
it  is  utteful.  but  iu  mixed  infection,  m  in  the  majority  of 
it  is  questionable  if  it  will  do  much  good.     If  possible,  a  oui^ 
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should  be  made  from  the  mCerior  of  the  uterus  before  resorting 
to  the  U9e  of  the  serum,  but  this  cannot  always  be  done.  In 
some  oases  I  have  seen  very  remarkable  improvemeut  following 
i£s  UBO,  while  in  others  it  has  had  no  effect. 

Total  extirpatioa  of  the  uterus  has  beeu  sti'ongly  reooin- 
raeuded  by  some,  but  the  results  have  not  been  very  brilliant. 
By  removing  the  uterus  you  remove  the  source  of  infection, 
but  the  general  system  has  become  so  poisonod  that  the  patient 
la  apt  to  sink  from  the  operation. 

Pyaemia. — This  condition  is  caused  by  the  same  micro- 
orgauisms  as  cause  acute  sepsis.  The  infection  usually  takes 
place  through  the  clots  in  the  uterine  sinuses,  and  spreads 
through  the  general  circulation  as  these  clots  break  down.  It 
may  also  arise  from  neglected  sapr^mia.  To  all  intents  and 
purposes  it  is  a,  chronic  form  of  septiccemia. 

SymptOTtu. — It  differs  from  septiceemia  in  th&t  it  does  not, 
as  a  rule,  arise  until  the  second  week  of  the  puerperium.  The 
course  of  the  puerpurium  may  have  been  quite  normal  up  to, 
say,  the  tenth  day,  or  there  may  have  been  some  febrile  dis- 
turbance from  sapreemia.  The  patieut  is  seized  with  a  severe 
rigor,  and  the  temperature  rises  to  lO^""  or  106^  F,.  with  a 
correspondingly  quick  pulse  rate.  In  a  few  hours  the  tem- 
peratture  falls,  and  may  come  down  to  normal,  and  the  patient 
may  seem  all  right,  but  in  twelve  or  twenty-four  hours  other 
rigors  follow  at  short  intervals,  and  the  temperature  varies 
between  100"  and  105"  or  106°  F.  Each  rigor  indicates  a  fresh 
infection  in  some  part  of  the  body. 

In  Irom  three  days  to  a  week  or  so  the  points  of  infection 
become  apparent,  by  metastatic  abscesses  forming.  These  may 
appear  in  nearly  any  part  of  the  )x>dy.  They  may  appear  in 
superficial  parts,  a»  subcutancously,  or  in  the  joints,  or  in  the 
deeper  parte  as  the  Liver,  longs,  kidney^  and  brain.  If  the 
abBce^aes  ooour  in  a  position  where  they  can  be  promptly 
opened,   the  patient,  if  she  does  not  die  of  exhaustioti  ftcso^ 
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prolonged  suppuration,  may  I'eoover,  but  if  they  are  in  deep 
organs,  or  if  a  septic  pneumonia,  pericarditis,  endocarditis,  or 
peritroniii»  in  set  up,  she  will  prolMibly  die. 

DUujtwsis. — Rigors,  with  an  oscillating  temperature,  oocurring 
late  in  the  puerpcriuui,  make  the  diagnosis  easy.  It  may  be 
mistaken  for  enteric  fever  or  i^ice  versa,  bat  the  Widal  reaction 
soon  settles  the  point.  The  occurrence  of  the  abscesses  would 
of  course  be  definite. 

Probsts. — It  is  a  very  grave  condition,  but,  if  the  absoeean 
are  sut)er0ctal.  the  chances  are  in  the  patient's  favour. 

Treatment. — Support  the  patient's  strength  by  the  free  use 
of  alcohol  and  plenty  of  easily  digested  food.  Quinine,  strych* 
nine,  and  targe  doses  of  ircin  ore  useful.  As  regards  douching, 
it  will  do  more  harm  than  good,  except  where  there  is  a  septic  ^ 
endometritis.  In  such  a  case  the  uterus  should  be  thoroughly  H 
washed  out  and  curetted  and  then  plugged  with  iodoform 
gauze.  Wherever  abscesses  form  they  should  Ije  evaouatod 
and  thoroughly  drained.  If  they  form  in  a  joint,  open  them 
as  soon  aB  possible,  to  {irevent  destruction  of  the  joint. 

Antistreptococcic  serum  has  been  used  in  these  cases  wii 
some  success,  and  in  bad  cases  it  should  certainly  have  a  trial. 

Sapraemia. — This  condition  arises  from  the  absorption  of 
the  products  of  decomposition,  i.e..  of  ptomaines.  Saprophytic 
organisms  are  always  present  in  the  atmosphere  and  f;aiii 
entrance  to  the  vagina  in  everj'  case,  but  they  can  do  no  mis- 
chief unless  there  is  a  fair  amount  of  dead  tissue  for  them  to 
act  upon.  There  must  alwa\'s  be  some  dead  tissue  to  eotne 
awny  from  the  uterus,  as  the  remains  of  the  decidus  and  flloto 
from  the  uterine  sinuses  are  cast  off,  but  with  free  dramage 
these  are  not  allowed  to  Lie  in  the  vagina,  imd.  therefore,  the 
saprnpliytes  do  not  get  time  to  act  upon  them.  Under  ordinary 
conditions  the  normal  vaginal  bacteria,  if  they  liare  not  been 
disturlied  by  injudioionii  douching,  may  be  oountod  on  to  deal 
tritb  the  .wprophyieii. 
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Sifmplofat. — About  the  third  day  of  the  puerperium  the 
temperature  ri&es  tfo  101  cr  102*  F.,  and  the  pulse  quickens 
proportionately.  The  patient  may  not  feol  very  much  out  of 
sorti),  but  the  loohial  discharge  will  be  found  to  be  foetid.  If 
she  is  promptly  tiTdited  rYig  may  be  all  right  next  day,  but,  if 
matters  are  left  to  take  their  course,  the  temi)erature  will 
gradually  rise  higher,  rigors  will  ooom:,  and  the  patient  will 
l>ecome  very  ill.  By  this  tiine  the  organisms  will  have  made 
their  way  up  from  the  vagina  into  the  uterus,  to  the  dead  tissue 
of  the  endometriaiu  and  the  clots  in  the  sinuses,  and  a  septic 
endometritis  will  be  set  up.  These  organisms,  which  at  first 
were  only  able  to  act  on  dead  tissues,  are  said  to  change  into 
more  wulent  forms  and  attack  the  living  tissues.  The  lochia 
will  be  very  foul  and  profuse,  thus  differing  from  the  lochia  of 
septicemia  which  is  scanty  and  not  foetid.  The  septic  con- 
dition may  furlhfr  spread  tlux)ugb  any  laceration  of  the  cervix 
into  the  broad  ligament  of  one  or  both  sides,  and  set  up  a 
celtulitis.  or  through  the  Fallopian  tubes  and  set  up  n  peri- 
oietritis  which  may  go  on  to  a  general  peritonitis  and  prove 
fatal.     Another  result  may  be  a  general  pyicmia. 

Z>iar/K(jsw. — Foetid  lochial  discharge  is  the  distinguishing 
feature  of  saprtemia. 

Pro^nnnU. — If  promptly  treated  the  patient  shoukl  always 
recover.  If  it  is  neglected  she  may  die,  and,  even  if  she  recovers, 
there  will  probably  be  some  bad  effects  in  (he  form  of  subinvo- 
lution, a<lhesions,  etc.,  left  behind. 

Prophylactic  Treatment. — Conduct  the  third  stage  of  labour 
so  as  to  prevent  the  entrance  of  air  to  the  vagina,  and  to  ensure 
that  the  uterus  is  thoroughly  emptied  and  well  retiucted  before 
applying  the  hinder.  .Also  ensure  thorough  drainage  by  order- 
ing the  patient,  if  she  possibly  can,  to  mictunite  and  defscaie 
in  a  sitting  iJosture.  On  the  first  indication  of  symptoms,  give 
a  vaginal  antiseptic  douche  and  also  wash  ont  the  uterus,  but 
before  passing  the  nozzle  into  the  uI«tu%  \»  %>is*a  '(Nm.V  s«a\:»»?**t 


very  ihorongbly  washed  out  the  vagina,  otherwige  you  may 
oan7  infectioa  ioto  the  uteras.  I  prefer  washing  out  the 
uterus  ae  well  as  the  vagina,  (or  the  reason  that  if  onl}  a 
vaginal  douche  is  given  the  first  flow  of  the  douohe  may  have 
(creed  some  of  the  or^uisms  up  into  tho  cernx,  and,  beatdes. 
one  can  never  be  sure  that  they  have  not  ahtiady  invaded  the 
uterus,  especially  if  there  is  anything  i-etoined  in  it.  It  is  well^ 
always  to  make  a  careful  examination  to  see  if  there  is  &zt]r^| 
membrane,  etc.,  protruding  from  the  cervix.  If  there  ia, 
remove  it.  I  have  more  than  onue  found  a  piece  of  tnemlirane. 
the  removal  of  which  has  been  followed  by  an  immediate  fall 
of  the  temperature.  Tha  patient's  bowels  should  be  freely 
cleared  by  an  active  purge.  A  few  doses  of  quinine  are  nlao 
very  useful,  as  you  get  not  only  tho  antipyretic  and  tonic  action, 
but  also  an  action  upon  tho  atoms  which  causes  expulsion  of  fl 
any  dead  matter  lying  in  it.  I'Vee  drainage  should  he  ensured 
by  raising  the  head  of  the  bed  or  propping  tho  patieut  up. 
Free  purgation,  while  relieving  the  system  of  some  of  th» 
poison,  also  assists  drainage,  especially  if  the  patient  Is  allowed 
to  sit  up  to  stool.  The  Importance  of  free  drainage  of  the 
vagina  and  uterus  was  impressed  upon  me  a  good  many  years 
ago  hi  one  of  ray  cases  in  tho  outdoor  department  of  the 
Matoruiiy  Hospital.  Tho  patient  had  a  very  adherent  phweni* 
with  a  okaoerated  foetus.  She  lost  a  great  deal  oi  blood.  The 
result  was  tlial  bad  sapnemia  began,  and  she  refused  to  allow 
douching.  On  tho  evening  of  the  second  day  of  the  attaok« 
when  her  temperature  was  lOS''  F..  I  found  her  sitting  at  the 
ftreside.  She  said  she  would  not  recover  if  she  stayed  in  bed. 
Next  rooming  her  temperature  was  normal  and  she  made  a 
good  recovery.  The  uterus  had  emptied  itself  and  the  souroe 
of  infection  lia^l  been  removed  by  her  assuming  the  erect 
posture.  Of  ooursu  it  would  be  a  mistake  to  order  a  patieut 
suffering  from  sapremia  to  get  out  of  her  bed,  but  it  is  almost 
Att  bad  a  mistake  to  keep  lier  lying  perfectly  tiat  on  her  back. 
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In  aaprffimic  oases  if  the  vagina  has  been  much  bruised  or 
Uceraled  a  puerperal  ulcer  is  apt  to  form.  This  has  already 
been  dealt  with  on  page  455. 

Pelvic  Cellulitis  or  Parametritis. — This  condition  has 
ftlrciidy  Imen  raenlioned  in  conuectiou  with  sapraemia.  It  ia 
the  result  of  absorption  through  a  lacenition  in  thy  cervix. 
As  the  left  side  of  the  cervix  is  more  oointnonly  torn  than  the 
right,  a  left-sided  cellulitis  is  more  frequent  than  a  rj^hl-sidoil 
one.  There  is  more  or  less  cellular  tissue  along  all  the  liga- 
ments of  the  uterus,  but  the  chief  masses  lie  between  the  folds 
of  the  broad  ligaments  of  either  aide.  While  the  seat  of  the 
inflammation  is  usually  at  the  side  of  the  uterus,  it  may  be  in 
the  front  or  behind.  One  or  both  sides  may  be  affected.  A 
hard  mass  becomes  deposited  and  pushes  the  uterus  towards 
the  opposite  side  of  the  pelvis.  There  is  great  tenderness  in 
the  part.  In  most  cases  resolution  slowly  occurs.  There  will 
generally  be  some  contraotion  of  the  ligaments  left  behind,  and 
these  will  cause  displacement  of  the  uterus.  In  a  number 
of  cases,  however,  suppuration  occurs  in  the  mass,  and  a  pelvic 
abscess  results.  The  abscess  may  burst  internally,  in  which 
case  the  result  will  be  fatal,  but  the  pus  more  frequently  makes 
its  way  to  the  exterior  through  the  vagina,  Iwwel,  or  bladder. 
It  may  also  come  to  the  surface  in  various  [K>sitions,  as  above 
Ponpart's  ligament,  in  the  thigh,  in  tlte  back,  etc. 

Symptoms.— As  it  is  always  the  result  of  septic  absoi-ption 
you  have  indications  of  sepsis  by  high  temperature,  quick  pulse, 
and  rigors,  with  severe  pain  in  the  pelvic  region.  At  first  there 
will  be  heat  and  tenderness  in  the  vagina,  but  very  soon  a  hard, 
tender  mass  will  l)e  felt  pusliing  tlie  uLerus  aside,  The  patient 
will  lie  with  the  leg  of  tiie  affected  side  drawn  up,  as  this  will 
give  her  most  ease.  When  suppuration  occurs  there  wiU  be 
repeated  severe  rigors, 

Diagttosis. — Indication  of  sepals,  and  iu  a  very  short  time  a 
bard  mass  to  be  felt  in  the  pelvis. 
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Pelvic  Peritonitis  or  Perimetritis- — This  ariBos  in  mueh 
the  same  kind  of  cases,  but  instead  of  the  inflammatioD  being 
oonfined  to  one  part  of  the  pelvio  tissue  it  involves  the  whole 
pelvic  peritoaeum.  The  infection  has  spread  throtiKh  the 
tnbes.  It  may  not  confine  itself  to  the  pelvic  peritoneum,  but 
may  spread  through  the  peritoneal  cavity  and  set  up  genend 
peritonitis. 

The  Syiuptoms  are  muoh  the  same  aa  Mrith  cellulitis,  but  (he 
pain  is  over  the  whole  pelvis  and  not  confined  to  one  aide. 
When  the  effusion  has  taken  place  the  whole  polvia  will  bo 
found  to  Iw  full  of  ft  firm  mass  all  round  the  uterus.  Ft  feels 
much  the  same  as  if  plaster  of  Paris  had  been  poured  into  the 
pelvic  cavity  and  allowed  to  set  round  the  uterus.  The  patient 
will  lie  with  l>oth  legs  dmwu  up. 

.'\hsorption  generally  occurs,  hut  adhesions  are  often  left 
l)ehind,  and  as  these  contract  they  may  pull  the  utt?rus  out  of 
its  noruml  position  and  be  a  great  source  of  trouble.  In  soma 
cases,  however,  suppuration  occurs,  and  the  abscess  digoharges 
itself  in  the  same  way  as  a  celluUtic  abscess  does. 

Dintjnnsu. — There  are  the  same  indications  as  with  cftllultlis, 
only  the  pain  in  the  pelvis  is  more  general.  When  the  effasion 
is  present,  the  whole  pelvis  wHl  he  found  to  be  full  of  a  hard 
niaKH,  Hxing  tlte  uterus  in  position. 

Proipiosih. — Both  with  cellulitis  and  piiril<onitis  the  prognosis 
is  Kood  as  regards  life,  but  troublesome  adhesions  are  frequently 
left  l)ehind. 

Treatment. — With  thomugh  aseptic  precautions  these  oaaos 
should  not  occur,  but  when  they  do  ooour  both  general  and 
local  treatment  must  1%  adopted.  The  patient's  strength  mnat 
l>e  kept  up  by  means  of  nounsbiiiK  diet  and  stimulants.  The 
bowels  must  lie  thoroughly  eleared.  and  to  relieve  the  pain  hot 
stupes  or  bran  poultices  should  lie  applied  over  the  pelvfe 
rec;ioii.  Morphia  ^iip|K>si lories  may  he  neoessorr.  For 
lerer  quinine  is  ui^pful,     WKeu  x.\\ft  -a^uw.  «t&^e  U  over 
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vaginal  doucbeB  should  be  given,  and  iobtbyol  and  glycerine 
tanipoQb  iuBerted  to  pruiuoic  absorption.  If  suppuration  occurs 
the  uhscoHS  obould  be  ot)ened  und  thorougbly  dralxiud  through 
the  vagina,  or  wherever  it  is  pointing.  The  vaginal  route 
should  as  a  rule  l)e  selected,  as  this  vdU  be  the  lowest  point. 
A  hydrosalpinx,  a  pyosalpinx,  or  an  ab»ce»s  of  the  ovary 
may  1*681111.  With  eiilier  of  these  the  best  treatment  is  tu 
remove  it  by  abdominal  section.  The  vaginal  route  is  not  very 
suitable,  us  there  are  likely  to  bt>  many  adhesions. 


Cases  op  Sepsib. 

Cm6  I.  Septicamia,  Treated  by  Antistreptecoeck  Se 
Recoveri/.  —  J5.  R.,  unmarried,  primipara.  rot.  twenty-one, 
admitted  in  labour  with  the  brecoh  presenting.  The  pelvis 
wan  contracted.  The  labour  progressed  naturally  for  some 
hours,  and  then  the  patient  had  an  epileptic  seizure  which 
lasted  for  u  few  minutes.  Bhe  was  given  ohloroform.  and 
delivery  effected  with  Home  difficulty  by  traction.  The  child 
was  still-born.  The  perineum  and  posterior  vaginal  wall  were 
lacemted.  Two  ntitehes  were  put  in  the  vagina  and  three  in 
the  perineum. 

Next  day  the  patient  had  two  more  fite.  In  the  second  one 
Rhe  shouted  loudly.  The  urine  was  found  to  contain  a  amaM 
quantity  of  albumin  and  blood,  and  some  granular  tuLie-casts. 
She  was  given  chloral  and  bromide  to  control  the  tits. 

Until  the  third  day  her  temperature  waa  satisfactory,  but  it 
then  rose  to  104''  F.  The  lochia  were  fcetid,  and  the  posterior 
vaginal  wall  was  covered  with  a  gi-eyish  slough.  The  autures 
had  given  way  in  it  and  the  perineum.  The  patient  was  list- 
less and  stupid,  but  complained  of  little  beyond  a  headache. 
Her  tongue  was  foul,  but  her  bowels  were  regular.  An  intra- 
uterine douche  was  given. 

On  the  fifth  day  the  uterus  was  curtitted  ftxvi  xJoaNjaww^ftswlwixw- 
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fell  from  103'2~  to  ^T'S"  F.  There  was  coaeiderable  bsmor> 
rhage.  Next  day  the  temperature  rose  to  104*  F.,  aiitl  thr 
patient  began  to  coiuplaiii  of  pain  in  the  abdomen,  especially 
on  palpation.  Tlie  fundus  was  at  the  level  of  the  umbtlicus 
and  towards  the  right.  She  had  a  slight  epileptiform  leisure 
ou  the  sixth  day,  and  was  verj*  much  excited  afterwards. 

She  was  removed  to  the  Fever  Hospital  on  the  eighth  day  of 
the  puerperiiiin  On  admission  there  her  temperature  was 
103'6''  F. 

Next  day  »he  was  restless  and  "heady".  There  was  a 
copious  fcetid  vaginal  discliarge.  Her  temperature  was  105" 
F.  Forty  c.c.  of  antistreptococcic  serura  were  injected  between 
the  scapulfe.  Next  day  there  was  no  improvement.  She  vnm 
restless  and  delirious,  but  by  the  following  day  the  temperature 
had  fallen  considerably  and  the  pulse  slowed  down.  For  three 
days  the  temperature  remained  normal,  and  it  then  suddenly 
rose  to  1046°  F.  She  made  no  complaint  and  seemed  quite 
comfortable.  For  a  week  the  temperature  fluctuated,  between 
101'^  and  106^  F.,  and  it  then  became  normal  and  remained 
BO.  She  occasionally  complained  of  headaoho  during  the 
pyrexia,  but  of  nothing  else. 

Bhe  was  dismissed  quite  well,  twenty-five  days  after  admis- 
sion to  the  Fever  Hospital.  Besides  the  antiatreptocoooic  senim 
she  was  given  vaginal  douches  of  creolin,  and  iron,  stimuXanto. 
and  sedatives  as  required. 

The  antistreptococcic  serum  seems  to  have  had  a  benefioial 
effect  in  this  case. 

Case  II.     Septicamia,  Treated  by  Anlistreptococcie  Serum  :  fl 
Fatal. — -N,  B.,  unmarried,  primipara,  est.  twenty-two.  ^ 

The  head  presented  L.O.A.,  and  the  labour  ended  by  natural 
efTorts.  but  a  portion  of  the  membranes  was  adherent,  and  bad 
to  be  removed  by  the  hand.  There  was  a  brisk  [Xist-partum 
hamorrhftge,  which  was  checked  by  a  hot  douche.  The  i 
perature  was  100"  F.  at  the  time  of  delivery,  and  it  steadily  i 
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to  iO-2  F.  on  the  Bocoud  day,  103*6^  F.  oa  the  third  day.  104  6" 
F.  oa  the  fourth  day,  and  lOSB"  F.  oa  the  fifth  day.  The  uterus 
was  douched  out  on  the  second  day.  On  the  fourth  day  the 
poBterior  va^iaal  wall  waB  covered  with  a  greyiafa  slough. 
Quinine  reduced  tho  temperatiiro  about  3*,  but  it  qnickly  rose 
\\^9,ia  to  105"  F. 

She  was  sent  to  the  fever  hospital  on  the  sixth  day.  Her 
temperature  on  admission  there  was  1054°  F.,  and  her  pulse 
very  weak  and  quiek.  The  fundus  waH  about  two-thirds  dis- 
tance between  the  pubis  and  the  umbilicus,  and  very  tender. 
She  was  very  prostrate.  Forty  c.c.  of  anttstreptocoocic  aerum 
were  injected  between  the  scapulae.  Six  hours  after  injeotion 
the  temperature  had  fallen  to  lOl'l"  F.,  but  it  soon  rose  again 
to  105''  F.  Next  day  the  uterus  was  curetted,  but  no  dubris 
found  in  it.  Twenty  o.c.  of  tho  aorum  were  injected,  and  tho 
temperature  quickly  fell  to  normal.  Next  morning  the  tem- 
perature was  normal,  and  she  felt  comfortable,  but  a(  noon  she 
had  a  rigor  lasting  fifteen  minutes,  and  the  temj:erature  rose  to 
1052^  F.  at  2  P.M.  Tier  pulse  was  180,  and  very  soft.  She 
was  very  prostrate  and  delirious. 

Two  days  later  there  was  no  improvement  and  40  o.o.  of 
serum  were  administerod.  Tho  tem[jorature  fell  to  lOO'S"  F., 
but  she  remained  restless  and  delirious,  and  complained  of  head- 
ache.    She  died  on  the  following  day,  eleven  days  after  delivery. 

Besides  having  tho  scrum  administered,  she  was  curetted, 
douched,  freely  stimulated,  and  had  opium  as  requured.  The 
serum  certainly  reduced  the  temperature,  but  it  did  not  prevent 
a  fatal  issue. 

Case  in.  SepticiBnM  and  Pyctmia  :  Recovery. — Mrs.  G., 
i.-para.  mt.  twenty-nine,  was  seat  into  the  Maternity  Hospital 
by  a  medical  man,  on  account  of  the  pelvis  being  contracted. 
She  was  in  labour,  but  had  not  reached  full  time.  The 
diagonal  conjugate  measured  4  in.  The  head  presented  trans- 
versely,   with    the   occiput    to   the    rij^ht,   a.uiA,  Vwa  ^cftSKcvcR 


L 


CUSICAL  OBSTETRrOi. 

paheiftl  bone  lowei"  than  the  aniarior.  Sbe  was  delivered  bj 
version.  The  lufwr-comiug  imtvX  wns  fsomewbiit  tliHicnU 
p^et  through,  and  there  was  u  marked  depi-essiou  in  the  Mi 
parietal  region.  The  child  waa  alive,  hut  suffered  from  right 
aided  convulsions  for  several  days ;  these  then  ceased,  &itd 
depression  disappeared.  There  was  pretty  sovei*©  poat-partuni| 
hiemoiThage  before  the  placenta  came  away,  so  it  was  remove 
by  hand.  The  perineum  waa  partially  torn  and  required  fititch-{ 
ing.     Ad  intra-uterine  douche  was  Kiven. 

A  few  hours  after  delivery  the  patient  had  a  riRor,  and  tt; 
temperature  rose  to  1034''  F.  and  the  pulse  to  100.     Next  daj 
the  temperature  fell  to  99*2''  F.  ami  the  pulse  to  96.      From" 
that  time  until  the  sixth  day  of  the  pneiperium,  when  sbe  was 
removed  to  the  Fever  Hospital,  th«  temperature  varied  betweea 
100  and  104^  F.     The  lochial  discharge  was  foetid.     The  ui 
wa6  douched  nut  daily,  and  on  the  third  day  a  blunt  tluab 
ourettu  wa8  used.     An  emulsion  of  iodoform  was  injected  mi 
the  uterus  after  douohiag.     On  the  5fth  day  she  had  profu 
diarrhuea,  and  the  conjunctivae  ahowe^l  a  distinct  icteric  tiu 
She  was  removed  to  the  Fever  HoKpilal  on  the  sixth  day  of 
puorperiuni. 

On  admission  to  the  Fever  Hospital  her  t4iinperature  waa 
102'4  F.  She  was  anffimic  and  sallow.  She  did  not  comii 
plain  of  any  pain.  The  uterus  was  felt  just  above  the  pubis 
and  was  nut  tender.  Tiie  os  was  patulous,  and  there  waa 
slight  foul  discharge.  Next  day  she  was  distinctly  jaundic«d|J 
and  the  stools  were  clay  coloured.  For  several  days  the  tem^ 
peratUTfl  gradually  fell  and  then  became  irref;ular.  Thfl 
aatemia  was  now  so  marked  that  it  was  pernicious  Id  appeorJ 
ance.     There  was  stUl  a  foul  discharge  from  the  uterus. 

Od  the  nineteenth  day  of  the  puerperium  she  had  a  sevc 
rigor  and  her  temperature  rose  to  104"  F.     For  the  next  si| 
days  she  had  a  rigor,  generally  in  the  evening,  and  a  forlnigl 
later  there  was  marked  general  swelling  and  cedema  of 


COMFLICATIONS  Ut'  THE  PUERPBRiUM. 


4Sr 


ri^ht  Ie><,  with  tenderness  and  bntging  in  the  ri^^ht  flank.  Iti 
B.  fortnight  the  <£deuia  of  thu  le^  hiul  diininisheil  and  the 
hulking  in  the  flank  quite  dinappeared, 

A  mouth  later  she  was  dismiBsed  from  the  hospital,  sttll  with 
some  slit;ht  swelling  of  the  riffht  leg. 

The  treatmeui  adopted  ttiroughout  was  douchinK.  utid  she 
was  fre.nly  stiniulated  and  ^iven  arsenic. 

The  onset  in  this  case  was  so  twon  afu*)'  delivery  ihui  she 
inutit  have  l>een  infected  before  lulmission.  The  case  was 
apparently  one  beginning  with  aouto  septicsemia  and  ending 
in  pyiL-niia.  Althuuffh  sho  had  rejieated  ri<;ors  no  ruelastatto 
abscctisci)  forinoci.  The  antrmia,  arising  primarily  front  the 
post-partunt  heemorrhage,  undoubtedly  prolonged  the  course  of 
the  disease,  and  it  is  surprising  that  the  patient  recovered. 

Cane  /r.  Pclrir  Cellulitis,  Endiwf  in  Suppuration :  Fnlul. 
— The  following  case  of  pelvic  cellulitia  is  rather  an  nnui^ual 
uue  from  the  rapidity  of  its  onset,  and  from  the  fatal  issue  vvitJi 
the  formation  of  pus  within  fivp  days  nf  dolivory : — 

J.  G..  unmarried,  i.-para.  »i.  nineteen,  was  admitted  to  the 
Maternity  Hospital  on  7th  January  in  labour.  She  was  suffer- 
ni)^  from  a  cough  with  considerable  bronchial  nataiTli.  Thn 
bead  presented  in  the  third  positioti.  After  she  hatl  beL-ri 
twenty-eight  hours  in  labour,  forceps  were  applied  and  the 
child  delivered  with  the  occiput  posterior.  The  child  was  stitl- 
Ixirn.  There  was  considerable  laceration  of  thf  cervix,  vagina, 
and  perineum.  An  antiseptic  intm-iitenne  douche  was  given 
immediately  after  delivery.  The  day  following  delivery  the 
t«nipeiuturc  rose  to  103"^  F.  and  the  pulst*  to  K:10.  In  the 
evening  the  teuiperamre  fell  t.o  99'4'  F.  Next  day  the  tem- 
perature rose  again  to  103"  F.  The  lochia  were  very  foul. 
An  intrA-uterine  douche  was  given.  Next  day  she  was  trans- 
ferred to  the  Fever  Hospital.  Her  teRiperslure  was  then  iOi 
F.,  and  she  looked  very  ill.  She  complained  of  pain  in  the 
abdomen.      The  abdomen  was  tumid,  and  tUet^  n4«i  «-  ^srwx 
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luiiss  in  it8  luNver  part,  tender  on  pressure.  The  edf^es  of  tbt* 
perineum  wmo  guugreuous  and  foul  Hiueliing.  The  cervix  was 
lacemtiHl  mid  sluu^hin^,  and  there  was  alsoconsidtirublc*  slough- 
iufj;  ()I  [.he  vaginal  inuc.nu.s  membrane.  The  vagina  wa»  douobed 
And  »  IfU'gb  blood  ulot  brought  away.  The  patienl  was  very 
restlesa  and  coniplained  of  p&iu  in  herlimhA  Brawny  patches 
of  reddent^d  skin  were  Mueu  over  the  left  imerual  condyle  of 
humerus  and  the  extensor  surface  of  the  right  arm. 

She  was  treated  with  va^jinal  irri^tion  i,  1  in  -AO  carlx>lioj 
morphia  and  atropint^  hypodermically  for  the  pain,  and  alium- 
lanla.  Two  days  tuier  a  septic  rash  apjieared  on  tlie  abdomen, 
which  hod  become  distended.  She  died  that  evening.  Her 
t«iHipei*ature  ranged  Ijelween  101''  F.  and  106'  F. 

At  the  post>[norteni  exauiinatiou  the  uterus  was  fuuud  UrgB. 
the  Fallopian  tuhea  and  ovaries  healthy.  There  was  an  ex- 
tonuive  |>elvi8  cellutiiis  which  liud  gone  on  lo  euppuratiou.  The 
pliuitintal  Bit«  wftB  tioh  and  unhealthy  looking.  The  uterine 
mucous  membrane  was  ulcerated  and  broken  down  at  several 
points.     The  cervix  was  much  lacerated. 

Cane  V.  Pelvw  i'eUiditm,  Kttdinij  tn  Suppuration:  ite- 
CMverif. — Mrs.  P.,  a  multipara,  tel.  twenty-five,  was  delivered 
o(  a  premature  .stiU-horn  child  by  a  midwife.  Two  days  Uter 
the  teiiiperatuj%  ruHu,  and  biie  bef^an  to  complain  of  severe  pain 
in  the  left  side  of  the  pelvis.  The  looliial  <lischarge  was  fcctid, 
and  there  wan  ^^reat  tenderness  and  heat  tn  the  left  side  of  the 
uterus.  X  washed  out  the  vagina  and  uterus  carefully,  with 
perchtonde  of  mereury.  and  put  her  on  quinine.  By  next  day 
a  distinct  mass  ooutd  be  made  out  in  the  left  fornix,  and  it  bood 
rose  above  Pouport's  ligament.  A  few  days  Uter  rigors  cxim- 
meooed,  and  she  had  repeated  attacks.  Her  teniperatort; 
remained  high,  reachin){  105"  P.  at  times.  1  could  not  deteoi 
any  softening  in  the  luass,  but  from  the  repented  ri^>re  it  vrnn 
qiute  evident  that  there  wa«  ileop-Mwtod  suppuration,  and  I 
determined  to  make  an  exploratory  incision  from  the  vagioa. 


< 


COMPLICATIONS  OF  THE  PUERPERIUM. 


483 


As  the  friends  were  anxious  for  a  coDSuItation,  she  was  seen  by 
a  consultant,  who  advised  against  an  exploratory  incision.  The 
patient  was  then  removed  to  one  of  the  infirmaries.  Three 
weeks  later  she  was  discharged  from  there,  and  two  days  after- 
wards a  targe  abscess  ruptured  into  the  vagina.  The  sinus  was 
enlarfjed  and  healing  soon  occurred. 


CHAi»TER  XXXVL 

COMPLICATIONS  OF  THE  PCERPERIUM  {Conliniu-d). 

Septic  C&ses  of  UuusuiU  Origin —KqIoJ  >lopaia  from  a  Potttoiicd  Finger 
An  Ult)  llotro-ransl  Atisoess— An  Old  Itetro-cfpcal  Abiicc&R — Mt  OM 
Double  Pyo-salpiux— A  Cose  of  Gon<.>rrb(nal  Rheumatiintu—  Rnrsipot 
i>f  the  Face  and  Pu>;rper»l  SepticiPtiiia — Aiitc-|iiirtum  Ki*{iti<M>'iiil 
TeUnuft-^-*«e. 


Bkptic  Cabbs  of  Unusual  ORroiN. 

As  I  have  already  stated,  septic  infection  generally  ooours  ml 
some  part  of  the  birth  canal,  but  the  following  cuues  prove  thntl 
this  is  not  tho  invariablo  rule.      I  have  aUtuidy  ilotailed  a  oikHo 
where  the  source  of  infection  was  undoublectly  a  drain,  but  in  i 
thai  cnse  tht!  infection  probably  entered  the  systera  throui;h  Ifap 
usual  cbauiiel. 

Ca^e  I.  Fatal  SeptU,  Originating  from  a  Poiaoned  Fiu^  ! 
ijer. — The  patient,  a  multipara,  ffit.  thirty-five.  expecte<l  hrr 
uonfinotnent  about  the  end  of  November.  <>n  4th  November, 
while  scrubbing  the  floor,  ahe  ran  a  large  splinter  into  tha 
middle  fini^or  of  her  ri^ht  hand.  She  drew  it  oat  and  went  ou 
with  her  scrubbing.  She  paid  no  attention  to  the  linger  until 
tiA'o  dayr^  later,  when  it  began  to  pam  her.  She  then  apfilitid 
poultices  to  it.  On  the  8th  I  saw  her,  and  found  her  suSerinK 
from  a  {wisonod  linger.  It  was  very  tender,  and  there  was 
some  redness  along  the  lymphatics  of  the  arm.  The  axillary 
glands  were  tender.  The  finger  was  fre«ly  inci4ed»  and  hoi 
boracio  pouUiccH  applied.  This  relieved  the  local  oonditloti. 
The  lodness  along  the  Ivnjphatica  diflappoared,  and  alisu   itu> 
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tenderness  of  the  axillary  gUnds.  On  ihe  mominj^  ni  tho  LOth 
niovt'ineDts  ceased,  au<i  ou  die  llth  lahoui*  came  on.  A  »4lill- 
Imrn  child  was  delivered  at  ti  a.h.  after  a  very  quiok  labmii-. 
The  second  stA^B  only  lasted  about  three  minutes.  Her  lem* 
pcraturo  then  was  lOi'S"  F.  and  the  pulse  130.  Two  houiH 
Uter  the  temperature  waa  the  same.  She  wad  thea  given 
quinine  and  Dover's  powder,  and  by  evening;  the  temperature 
hiid  fallen  to  lOOfi"  F.  and  the  pulse  to  100.  There  was  now 
some  disteatiou  of  the  abdoiueu  and  sickness  had  corns  on. 
Bhe  did  not  retch,  hut  every  now  and  again  tnouthfola  of  dtrty, 
hilf.'-'itainoti  fluid  wtslled  up.  Evidently  regurgitant  peristalsis 
ha<l  set  in.  All  efforts  to  cheok  this,  or  t4>  get  the  l)owela 
moved,  failed.  On  the  It^th  her  temperature  had  again  risea 
lo  103'  F.  and  her  pulse  becarao  very  bad.  I  gave  her  an 
injection  of  antistreptoooocic  serum,  hut  it  did  no  i;ood.  She 
dietl  about  fifty-three  hours  after  delivery.  Slie  was  ijuite  con- 
soiuutt  until  near  the  end,  but  a  few  hours  before  death  l>eoamu 
vnry  violent,  and  oould  only  he  kept  in  ))ed  with  difficulty. 

Uy  the  time  she  was  delivered,  itie  linger  was  in  a  very  satis- 
factory condition.  She  could  bend  it  without  pain.  If  ahe  liad 
not  been  pregnant,  I  think  she  would  have  been  all  right  in  a 
few  days.  The  blood  condition  in  prcffoanoy  seems  to  very 
much  lessen  the  reaiatance  against  septic  mischief.  That,  at 
leael,  is  my  interpretation  of  the  case.  If  that  is  true,  it  la  a 
very  strong  argument  in  favour  of  the  most  rigid  asepsis  in 
midwifery  work. 

The  poison  seemH  to  have  l>eeii  fatal  to  the  fcetus.  It  could 
nut  help  l>eiug  seriously  affected  through  the  placantul  oircuti- 
lion,  and  no  doubt  its  jxiwera  to  resist  such  a  virulent  poison 
would  be  very  feeble. 

C<ue  II.  An  Old  Reiro-nctuil  Abscess  :  fa/o^.^The  ^mtieut, 
a  x.-par&,  aet.  lliu'ty-nmo,  suSbrtsd  from  an  iacomploto  abor- 
tion. The  uterus  was  cleared  out  under  ohlorofonn.  She  had 
]o«t  a  good  deal  of  blood  and  was  soia&whaAi  (»:Iia:^^^.    ~SV«9c 
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tetiipomture  was    101"  F.   on    lulinisiuon,    but    Boou    fell, 
remained  normul  until  the  sixth  dny.  when  it  rose  to   100'^ 
F.,  and  she  was  reported  to  have  pus  in  heir  urine,      Ai  Ihi 
time  there  was  no  tenderness  over  the  uterus,  bul  ^hu  coni' 
plained  of  pain  in  the  region  of  the  right  kidney.     She  w 
so  stout   nothing   definite    could   lie   miule  out   hy   fuilpatio: 
She  stated  that  ahe  had  never   fiad  any   piun  in   the    kiilnf 
region  until  the  abortion. 

As  the  lochia  had  become  olTeiibive  t  examined  her  caiutully^ 
and  discovered  n  small  sinus  tn  the  v\f(ht  and  behind  the  oi^rvi 
On  dilating  this,  a  few  ounces  of  very  fuetid  pus  came  awKj 
The  sinus  lc<I  upwards  and  backwards  towards  the  hrim  of 
pelvis.     It  was  evident  them  was  an  abscess  cavity  above  thi 
brim  of  the  pelvis,  but.  as  the  patient  was  uow  in  a  Viiry  |m 
carious  condition,  t  did  not  think  she  could  stand  u  eert' 
opemtioii.     The  siuus  was  washed  out.  and  a  strip  of  iodofo' 
^auze  inserted,  in  the  hopes  that  free  drainage  would  occur 

Next  day  she  was  very  itl  and  vomited  several  times.      H 
temi>erature  was  only   lOT    P..    bnt   her  pulse   was  ninnin^, 
There  was  some  distention  of  the  abdomen.     The  gauze  w 
removed  from  the  sinus  and  a  \'aginal  douche  ^ven.     She  no 
began  to  coniplaiu  of  pain  at  Uie  base  of  thn  left  luni{,  and  evi 
denoe  of  pleuro^pnuurnonia  was  found      She  ^^dually  amV  uni 
died  next  diLy. 

At  the  post-mortem  examination  evidence  was  found  of  reoen 
and  old  ix^ritonitis,  ei^peoiatly  at  the  ri^ht  side  of  the  ahdom^'n 
and  thuj'e  was  a  coiiBideiable  aiiniunt  of  pus  free  in  tht-  lowei 
part.  On  drawin^j  the  (rowels  up,  a  large  roti-u-peribotii 
abaceaa  waH  found.  The  umin  cavity  lay  behind  the  ngh' 
kidney,  but  only  tlie  upper  end  of  the  kidney  had  been  in  con 
tact  with  it.  The  kidney  was  lieaUhy.  The  pus  bad  toadti  v 
way  down  retro-pcHUjiioally,  Ix'hind  tlie  ciecum  and  over  lh« 
brim  of  the  pelvis  near  the  ureti^r,  and  then  into  the  va>^na  hy^ 
the  side  of  iho  cervix.     The  esioum  and  appendix  were  healthy, 
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Ptis  hiwl  also  liurrowed  up  Iwliitiil  rhe  liver  ami  throufjh  ilie 
diaphntgm.  The  exiwct  point  of  rupture  into  the  peritoneal 
cavity  could  not  be  nsoertiiinAd.  There  waa  a  Iiirge  mass  o[ 
old  ourdy  pus  in  the  main  oavity.  The  ahticesa  had  evidently 
iKsen  an  old  lulwrcuUr  one,  but  tt  wus  not  connecteil  in  any 
way  with  diseasocl  Ixuie.  Tliere  was  nothiniL;  to  point  to  what 
hiid  caused  it. 

The  intnriitr  of  tlie  ultTus  was  perfectly  h<-ialthy. 

Ab  alrea<ly  stated,  the  ptUient  had  assured  us  tliai  she  had 
Qerer  had  any  pain  in  the  region  of  the  kidney  previous  to  the 
abortion,  and  her  hufthand  afterwards  told  ui  he  ha*l  never 
known  her  to  complain  of  any.  Another  rcmoi'kable  feature 
was  the  well-nourished  condition  of  her  body.  The  abdominal 
wall  hiu)  atx)nt  an  inch  Eind  a  half  of  fat  on  it. 

Kri:)n»  the  appearance  of  the  parts,  the  al>soe&><  must  have  Iwjen 
there  n  long  time.  The  abortion  had  probably  lighted  u])  the 
action  and  caused  it  to  burrow  in  different  directions.  I  cannot 
«ay  when  it  hurst  into  thi;  perilnneal  eavily,  us  there  was  no 
suilden  ri»e  of  tenijiemture  poiiuitif^  in  ihis,  but  1  think  it  btirsti 
through  the  diaphragm  the  day  before  she  died. 

ff  thiH  alMceft»  hajl  been  diHcnvern:!  in  time  and  promptly 
opened  fruro  behind  the  puLicnt  might  iiavc  been  saved.  I , 
haMirded  the  opinion  that  tliere  wa»  an  al>soeas  behind  h« 
ktclney  when  nhe  complained  of  pain  in  that  region  ;  hut  -x*  it 
wiLs  intpotisible  tii  [jtUpatc  it,  and  a.s  at  tliat  time  there  waii 
nothing  in  her  condition  to  justify  an  exploratory  incision,  1  did 
not  make  one.  When  the  Kinua  opened  into  the  vagina  the 
patient  was  so  ill  that  1  did  not  think  she  eould  ^larul  an 
operation.  .'Vs  it  Imd  probably  hunit  into  the  peritoneal  cavity 
at  the  same  time,  1  do  not  think  any  good  could  have  re^tilt'ed 
then  from  opening  it  from  behind. 

Case  III.  An  iHd  Betm-aecal  Absceiss :  Fatal. — Mrs.  C, 
tet.  (hLrty-four,  vi.-pora,  was  admitted  to  the  Glasgow  Maternity 
Hospital  on  account  of  having  had  repeated.  twctftwxN^ftas?-*.  V« 
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eleveu  days.  She  said  that  she  h>ul  raenslruated  slii^htl] 
about  a  month  before,  and  prerioufi  to  that  had  been  qiufa 
reKiilar.  For  the  lasl  month  ahe  ha<I  noticed  that  she 
mpidly  ^ettint^  stouter.  The  bl&odin^  of  which  she  com-ij 
plaiued  hiui  occurred  al  night  when  she  was  in  bed. 
firm  attnck  hod  lasted  for  nine  hours  and  hiid  Iwoii  ^ven.  ] 

She  was  sveak  and  antemic.  On  palpating  the  abdomevi 
centiul  abdoniiual  tumour  was  felt  extending  upwanis  for  "i  in. 
aluve  the  puhes.  It  was  9^  in.  across  in  its  widest  poriioQ 
The  tumour  was  soft  and  elastic  and  did  not  uoutract.  Nc 
fcutal  parts  could  he  nm«le  out.  nor  could  ii  fa3l4il  heart  Ite  lieait 
but  there  was  a  distinct  uterine  soultie.  A  vaginal  examinaiinn 
revealed  tlmt  the  cervix  was  soft,  and  that  the  tuniotir  we 
evidently  the  enlarged  uterus.  At  the  junction  of  the  oonril 
and  body  of  the  uterus,  a  distinct  groove  could  be  (alt.  At  Ih 
time  we  could  not  uudersUmd  what  tliis  nieiuit,  hut  the  suIm 
qucnt  poRt-inortem  examination  .showed  that  it  had  been  tb 
track  uf  thu  sinus  felt  through  the  mucous  membrane  of  thfl 
foniix. 

The  diaf^nosi^  prosented  uonsiderabte  dirticutty.     She   wg 
evidently   pret^nant,    but,  aooonlint;  to  hnr  nic-nstrual  hidtory,! 
sht!  had  only  inisHed  one  period,  although  the  one  before  &hftt 
hoA   lieen  very  scanty,  so  that  al  the  most  she  could  itot 
more  than  twn  niunths  >;one,  uhIhsh  sIih  had  bHen  menstruating  J 
regularly   while   pregnant.      From  the  size  of  the  uterus  ahfl 
ought  to  have  been   nuarly  si-ven   months   pregnani.      I   wiui 
inclined  to  think  1  had  to  deal  with  a  hydatid  mole,  but  couldj 
get  no  indication  of  nay  vesicles  having  been  passed. 

She  was  given  small  doses  of  ergut,  strychnine,  and  iron,  ancil 
kept  under  observation.  On  the  fourth  day  after  admiaaioaj 
there  was  a  slight  iiisoh<trge  of  btojJ,  and  I  then  determined] 
to  dilate  the  cervix  and  explore  tlie  uterus.  On  passing  thai 
finger  into  the  uterine  cavity  t  found  the  lower  part  full  of 
black  clot,  but  I  could  not  reach  an  ovum.     As  the  cervix  wa 
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ri|;i(l.  a  Barnes'  \»m  wa%  iiiscrtofE  and  luft  in  for  some  hours. 
l>il»tation  was  then  completed,  and  the  ovum  found  in  the  upper 
purt  of  ihe  cavity  attached  to  the  fundus.  A  four  aud  a  half 
inonthfl'  ft£tU8  was  removed,  and  the  placenta  and  mernbranee 
uleared  out.  The  pLauenta  showed  uo  evidence  of  hmuiorrhage. 
The  uterus  was  washed  out  aud  it  contracted  well.  The 
anterior  wall  of  the  oerrical  canal  was  found  to  have  beea 
lacerated,  hut  an  the  tear  did  not  extend  into  the  vagina,  anil 
ihaix-  was  no  blefHiing,  it  was  not  spoeiidly  treated. 

The  patient  did  not  Reeni  to  suffer  from  shock,  and  her  pulat* 
was  no  weaker  than  it  had  l>een.  Her  temperature  was  100^ 
F.  at  the  time  of  delivery. 

Kite  did  very  well  for  two  da^,  and  then  vomiting  uoui- 
inencod.  Her  temperature  never  rose  above  102"  l\,  hut  sJ»e 
}^-aduuUy  K^'cw  weaker  and  died  four  dayn  alter  delivery. 
Tht-re  never  was  any  di.8(«ntion  of  the  aUioinen.  nor  were 
there  any  indications  pointing  to  septicaemia. 

The  post-mortem  examination  revealed  that  theiv  had  been 
fiid  peritonitis.  The  caput  oiecum  wiut  bound  down  by  old 
udheAions,  and,  on  freeinj?  It  and  drawing  it  up,  a  large  old 
ubiKesa  ciivicy  wub  found.  The  vermifonn  appendix  was  quite 
free.  The  cavity  was  empty.  It  extended  up  as  high  as  the 
crest  of  the  ilium,  downwards  and  inwarda  over  the  right  side 
of  the  bladder,  by  means  of  several  sinuses.  Purulent  infiltra- 
tion of  the  cellular  tissue  extended  down  as  fur  as  Poupart's 
ligament  and  round  the  ri^bt  side  of  (he  pelvis.  On  removing 
the  pelvic  contents,  and  openin>;  up  the  uuiriLs  and  cervix,  the 
tear  in  tlie  aiiteriut  wall  of  the  cervix  was  fouml  to  lead  into  the 
sinus.  The  sinus  bad  extended  down  the  cervix,  and  opened 
just  within  the  external  os  by  a  very  small  opening.  It  also 
ap)>eared  to  have  opened  into  the  upper  part  of  the  cervical 
canal.  The  internul  surface  of  the  uterus  was  ouvored  with  a 
greyish  purulent  exudation.  No  bacteria  were  found  in  the 
blood  of  the  jugular  vein  on  microsoopio  exaciua&vwvv.. 
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The  cause  of  death  seemed  to  have  been  exhauBtion,  ae>  ihvn 
was  no  evidence  of  Hepticiuuiia.  Strictly  sjioakin^;.  this  «* 
rthould  not  he  classed  oa  one  of  septicaemia,  hut  ihe  preaeuce  oi 
the  old  absoe&B  makes  it  so  similar  to  the  Last  one  that  I  luuci 
ooupted  the  two  together. 

The  discovery  of  the  al>9cesB  was  a  cimplele  surjjrise 
aa  nothing  in  thu  ])atient's  history  hwl  [xtintcd  to  its  prv«fl 
No  pus  h&d  been  discharged  during  her  stay  in  he 
URither  did  she  toll  us  of  ever  having  had  any  diHchar^e 
of  profuse  "whites"  six  luonthn  after  her  third  conlint'i 
when  she  had  suffered  from  "  inDammation  of  the  womb," 
that  wafi  years  before.  One  can  hardly  imaiynne  ihnt 
absuoss  could  have  formed  then,  as  her  fourth  and  (iftli  con 
ments  had  been  quite  normal.  It  is  ouriouB  that  so  lar 
absoess  oouUl  have  tlisoharged  itself  without  the  patient^ 
kaowlcd^e.  The  opening  was  very  small,  and.  as  it  wa»  wilhin 
the  external  os,  the  pus  would  tend  to  ooze  away  slowly.  Til 
position  of  the  opening  accounts  for  our  not  seeing;  it  wheiij 
cervix  was  being  dilated.  The  reas<»n  why  the  antt-rior 
of  the  eonnx  hiwl  torn  was  madp  plain  at  the  post-nuM 
examination.  The  thin  partition  between  the  ocrvical 
and  the  sinus  had  ^ven  way. 

A  careful  examination  of  tlm  tear  wnuld  have  led  to  tho 
covery  of  the  sinus  dm'in^*  life,  hut  nothing  would  Iww 
gained,  as  no  o|)orwtion  would  have  htten  of  any  avail. 

The  reason  why  no  ha-'mortha^e  occurred  during  thp 
while  the  pntient  was  up.  was.  I  think,  due  to  thr  fact  that  the 
sinus  so  weakened  the  cenical  wall  at  its  upper  |iart  that | 
weight  of  the  uterus  (tausod  an  acute  liend  at  the  jtmtitio 
the  body  and  cervix,  and  ihus  closed  llie  cervical  canal. 

I  have  HOtiu  two  other  cases  of  old  pelrio  abseessps  jn^ 
hospital  in  the  practice  of  colleai^ies  within  recent  years, 
condition,  therefore,  cantiot  ho  turtued  exoewlin^ly  nir« 
two  of  these  four  cases  there  was  absolotelv  nn  evidence  of  I 
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presence  of  an  abscess,  and  in  none  of  the  cases  wuh  there  any 
history  obtained  pointing  to  such  a  serious  complication. 

Cote  IV.  An  Old  Double  Pyo-salpinx :  f'o/o/.— Mrs.  MeN., 
ajt.  twenty,  ii.-para.  was  delivered  by  forceps,  as  the  second 
staf^e  was  somewhat  prolonged.  The  first  and  second  stages 
of  labour  liail  lasteci  twenty-four  hours.  The  perineum  was 
imrtiaUy  torn  and  required  three  sutures.  The  child  was  alive 
iind  weijihi-d  7-5  Ih. 

Tlie  patient  showed  an  unusual  amount  of  pigmentatiou  of 
the  face.  A  nuinlwr  of  copper-coloured  scars  were  notioed 
about  the  buttooks,  and  she  gave  a  history  of  having  had  ulcers 
two  years  fwfore.      Sypliilis  was  strongly  suspected. 

On  the  thii-d  day  of  the  puerperium  the  temperature,  which 
had  until  then  l>een  normal,  rose  to  101"  F.  and  the  pulse  to 
ISO.  On  the  fourth  day  the  temperature  rose  to  HYl^  F.  An 
intra- uti^rinc  douche  was  given,  hut  everything  seemed  perfectly 
sweet.  Quinine  was  given,  and  the  temperature  fell  to  100°  F, 
next  morning,  but  rose  to  102"  F.  in  the  evening.  Another 
douche  was  given,  but  the  uterus  seemed  perfectly  bealtliy. 
Th<!  abdomen  was  now  distended  and  painful,  and  as  there  had 
been  persistent  diarrhoea  for  three  days  we  suspected  enteric 
fever.  There  were  uo  rose  spots,  enlargetnent  of  the  spleen, 
or  epistaxin.  The  h](}od  gave  a  doubtful  Widal  raaetion.  A 
second  specimen,  taken  two  days  later,  gave  a  tlecide*!  negiUive 
reaction.  The  severe  diarrhoea  porsistetl.  The  temperature 
varied  between  100'  F.  and  102*6"  F.,  and  the  pulse  from  \W,\ 
to  130.  The  pulse  grew  grudually  weaker  in  spite  of  free  stimu- 
lation, and  the  patient  diinl  un  the  ninth  day  of  the  puerperium. 
•fust  before  il<iath  the  temperaturti  rose  to  104''  F, 

The  cause  of  death  had  evidently  Iwea  septic  peritonitis.  [ 
felt  pretty  eonlident  that  the  source  of  infeotion  would  not  Iw 
found  in  the  vagina  or  uterus.  The  lochia  had  remained 
Bweet,  and  tbo  perineam  had  healed.  No  pelvic  swelling  coiUd 
l>e  made  out  pr.r  iHXtjinmn.  and  the  disteution  ol  \.V«&  ia.VAs>ve«Kv 
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prevented  one  fium  making  out  auycbmg  biinauually.  By 
meaiift  of  the  potit- mortem  examinatina.  1  was  nnabled  to  vnify 
my  opitiiou. 

The  alxluinen  was  much  distended  and  somowliuC  discolou 
On  opening  it  a  quantity  of  thick,  opaque,  sanguineous  fla 
escaped,  carr^'ln^  numerous  flakes  of  curdy  pus  with  it, 
came  from  the  lower  piiri  uf  the  atxlomen,  chiefly  from 
right  aide.     A  coDHtderable  amount  waB  removed  and  the] 
examined,     The  appendix  was  found  (airly  healthy,  save 
some  old  adhesions  ;  the  bowels  generally  were  distended,  i^ 
jected,  and  slightly  glued  together,     The  riglit  Falluiiiun  tu 
was  swollen,  injected,   and  a  quantity  of  purulent   ne 
material  wns  found  at  the  ostium.     The  ovary  wa»i  soft  afl 
gelatinous,  and  came  away  eaaily  ;  it  seemed  to  have  for 
tJie  posterior  wall  of  a  large  pyo-milpinx.     The  left  tube 
ovaiT  were  in  exactly  the  same  state.      The  interior  o£ 
uterus  was  perfectly  healthy  in  appearance. 

There  is  no  doubt  that  this  was  a  case  of  old  double  pyo-aal- 
pinx.     The  alucesses  were  certainly  not  of  recent  origin, 
they  were    Iwth   present  hefore  impregnation,  the  qneaticHi 
how  did  thf  ovum  find  itf>  way  into  the  uterus.     The  ov 
were  ao  destroyed  that  it  was  imposttihle  to  decide  from  whiti 
the  ovum  had  come,     The  tube  of  thai  ovary,  at  loHSt.  nan 
have  been  free  of  pus  tu  allow  of  the  ovum  passing. 

I  f  we  had  been  able  to  exclude  enteric  fever  when  the  seinj 
was   fir^t  exniiiined,  I    would  have  npeued  the  alidomen,  an 
uiighi    [losHilily    have   silvihI    the   patii^nt.    lint   by   the  time 
decided  negative  Widal  reaction  was  got  the  patient  wa«  mo 
bund. 

A  short  time  previous  1  had  seun  an  alnmst  identical  case  : 
consultation  in  the  uounli-y.     The  cliild  had  been  bom  belo 
the  doctor'^  arnvul,  and  thei'e  had  l)eeu  no  vaginal  examinatioq 
Profuse  diarrhoea  siet  m,  with  a  rise  of  temperalurt<.     Th 
was  no  palpable  tumour,  but  there  was  some  tondornos^  at  i 
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side  of  the  utenia.  1  m  once  su^^estoii  tri  the  rtoctor  that  I 
thought  the  source  of  inftictioii  waa  from  the  tube,  itml  he  then 
told  uie  that  he  hod  treated  the  husband  (or  K^norrhcea  two 
years  before.  The  Widal  reaetiou  was  nej^ative.  She  improvtid 
for  a  little,  hut  died  about  ton  days  later.  If  she  had  t»3on  ia  a 
plaoe  where  an  operation  waa  feasible  1  would  haveopeued  tlie 
At)domen.  There  was  no  poat-mortoni  exiimination.  but  in  the 
lif^ht  of  the  second  case,  1  am  firmly  convinced  that  iny  diag- 
nosis wan  correct. 

Case  V.  A  Case  0/  Gonorrhttal  WteuttuULttn:  Fatal. — Mrs. 
C,  «t.  thirty-one,  iv.-para.  eij^ht  months  pro>,mant.  For  the 
past  throe  yoarx  this  patient  had  suffered  fraiu  extreme  nervous- 
neas  aud  occasional  attacks  of  i)etit  Ptal,  following;  on  the  sudden 
death  of  her  two  children  from  maliKuaut  rneaaley.  Her  third 
oonfinemeut  had  lieen  quiie  nurntal.  Diiriiif|{  the  present  pre^- 
UADcy  she  ha<l  suffered  a  ^;ood  deal  from  nervousness,  but  her 
health  had  otherwiae  Iwen  fairly  good. 

On  23rd  June  she  was  ^oing  about  as  nsutil.  until  about  10 
I'.u.,  when  she  was  seized  with  severe  pain  in  the  right  knee 
and  heel  wheu  f^oitm  upstairs.  When  1  saw  her  at  11.30  p.m. 
she  was  Kcreaminf?  with  the  pain.  There  was  no  swelling  of 
the  parts,  but  a  point  to  the  inner  and  outer  side  of  the  knee 
was  excessively  tender.  Her  pulse  was  1^0  and  temperature 
SJ9°  F.  She  was  given  |  gr.  morphia  hypodormicaUy,  aud  14 
pr.  Bod.  siJicyl  every  four  hours,  and  hot  fomentations  were 
applieil.  .Anodyne  applications  and  blisters  to  the  knee  were 
ln»d  afte^^vards,  iiut  lajrge  doaea  of  morphia  alone  relieved  the 
pain. 

On  the  eighth  day  after  the  seizure  laliour  cunie  on.  By 
this  time  there  was  some  swelling  of  tlie  knee,  but  nothing 
marked.  Aa  yet  her  temperature  had  never  risen  above  100 
F.  1  delivered  her  with  forceps  of  a  live  female  child,  and  while 
she  was  under  chloroform  I  punctured  the  knee-joint  with  a 
hypodermic  and  got  a  little  sero-pus  from  the  imier  sida.      K. 
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f^^w  hours  later  I  opaned  the  joint  iroely  mitl  uoIlLM:to<l  soiij 
the  fluid  in  sterilised  tulifis.     There  was  very  Utile  pus  in 
fluid.      A   Urxc  dnunage  tube  was  pftssod  t}irouf»h    the 
lu  the  uvetiin^  her  lempemture  rosy  to  nearly   104     F.. ' 
ht;r  pulHB  to  140. 

On  the  thii-d  day  after  delivery  a  punolate  rash  den 
over  Ixith  wrisiK,  and  she  befi;un  to  m>niplain  of  Rf>vere 
the  right  one.     Sbe  had  now  Ixjcoihl'  quite  iiianiacal,  ac 
twenty-four  hours  wau  kept  in  l>ed  with  difficulty.     Tliar 
riu  distention  of  the  ahdoinen  nor  pain  over  the  uterus,  an^ 
loehia  remained  sweet.     The  lemperftture  fell  to  narmtvt  onl 
fourth  day.  hut  soon  rone  a^in.     The  patient  died  no  the  sixth 
day  after  delivery.      She  had  been  treated  with  large  tk 
quiniae  and  morphia  twice  a  rlay.  but  nothin);  seemod 
her  any  ^ood. 

At  first  I  waij  incUneil  to  look  upou  the  case  as 
hysteria,  knowing  the  nervous  state  of  iho  patient,  hut 
Kuou  came  to  the  eoaulusion  that  X  had  to  deal  with  rheutn 
of  a  gonon'hoeai  origin,  and  this  dia^osis  was  confirmed  bb  Ifai 
child  deve]ope<l  typical  ophtlialinia  in  one  eye  ou  the  third 
day  of  its  life.  Pus  from  the  eye  showed  diplocooci .  evidenUv 
gonococci.  An  examination  of  the  fluid  from  the  kuee-joinf 
revealed  staphyloooooi,  but  no  strepto-  or  goncxioooi.  Dik< 
doabtedly  there  was  mixed  infectiou  in  this  case.  The  ( 
survived,  and  it  afterwards  devolnpcd  oongonital  syphilid 
that  the  infection  was  a  very  mixed  one.  This  patient 
never  shown  any  indications  of  venereal  disease,  and  kU  ha 
former  children  had  lieen  quite  free  from  any  taint,  ho  Bbei 
have  been  infected  subsequently  to  her  third  oonHnemQ 

Case    VI,     Hry^sipeias   of  Juice  mul   Piu^rjternl   Si^fjtiai 
Hecovery.-~l  was  iwked  by  a  sanitury  officer  to  see  a  primij 
mi.  thirty-three,  suffering  from  erysipelas  of  the  taoe.  in 
to  decide  whether  or  not  she  should  he  removed  to  the  i 
wards  of  the  Fever  Hospital.     I  found  that  she  waa  id 
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The  OH  was  the  size  of  a  Hoi-in  and  the  .nembniUL'8  wtire 
njptmed.  The  pelvis  was  ormti-acletl  iHat  liokety),  with  a 
liia^onal  conjugate  of  harely  4  in.  I  tUd  act  coatsider  It 
luivinnlple  to  r*imnve  hor  to  an  ervrfipelaa  ward. 

When  the  i>s  was  dUated  more  fiiUy,  some  hatu*a  later,  she 
was  delivered  with  forceps  with  difficulty.  Tlie  child  ootUd 
uut  hi*  resuscitated.  The  perineum  was  dli^htly  lorn  and  re- 
ijuired  two  stitches.  Next  day  «he  was  \'ery  well,  with  a 
noniml  lemiHa-ature,  and  pulse  of  112.  The  face  was  still  much 
Awolleii.  On  the  third  day  of  tlie  puerperium  the  temperature 
rosii  to  101  F.  and  the  puUtt  to  120.  The  uterus  was  douched 
out  with  corrosive  suhlimate.  The  lochia  had  now  hecomo 
foul,  and  the  abdomen  was  becoming  distended,  and  there  was 
sump  diiirrhopa.  Next  day  she  was  worse,  so  1  notified  the 
case  as  oue  of  puerperal  sepsis,  and  ordered  her  removal  to  the 
FeveT  Hospital. 

Six  days  later  I  was  asked  to  see  the  woman  to  take  the 
stitches  out  of  the  poriueum,  and  I  then  learned  that  she  hod 
refused  to  go  to  the  Fever  Hospital.  I  found  that  she  had 
had  profuse  diarrhoea  all  that  time,  and  it  was  still  present. 
Shn  was  very  weak,  hut  thn  alHlominal  tenderness  hud  dis- 
appeared, and  the  temperature  fallen  to  nearly  normal.  She 
had  had  no  treatmont  but  colons  supplies  of  whisky.  I  took 
the  stitrohes  out  of  the  perineum,  and  found  it  had  not  healed. 
The  lochia  were  very  foetid.  The  erysipelas  had  disappeared 
from  the  face.  .\  few  days  later  she  was  removed  to  the 
Fever  Hospital,  where  she  ultimately  recovered,  and  has  since 
been  delivered  of  another  child  in  the  Maternity  Hospital. 

That  she  recovered  has  always  seemed  to  me  a  niar\'el,  con- 
sidering the  filthy  house  she  was  in,  and  that  she  lay  for  a  week 
without  any  treatment.  The  uterus  was  no  doubt  infected  by 
the  erysipelas. 

In  this  connection  I  may  refer  to  a  case  of  septiotcuiia,  where 
the  infection  was  oonreyed  to  the  patient  by  a  oumri '«Wk\tt&. 
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juRt  oome  from  attending  a  case  which  had  erysipelas. 
nurse  was  DOt  to   blame,  as  she  was  unaware  of  her 
patient  ba\'in(;  orysipelas.      The  second  one  developed  vie 
bt'pticaiinia,  from  which  she  died  a  few  days  later. 

I  need  hardly  say  that  if  one  is  unfortunate  enough  to 
to  deal  with  a  case  of  erysipelas  one  cannot  be  too  oarehi 
»terili»int;  one's  hands,  et«.,  before  attending  a  confinement  4 
In  fact,  a  practitioner  who  is  attending  much  ur^'sijiehiK  i^Y 
not  do  midwifery. 

Case  VII.     Aiiti'}}arlum  Septieamia. — It  is  seldom  one 
a  case  of  acute  Repticiemia  before  delivery,  where  Lhe  inieotiott.i 
has  probably  been  conveyed  into  the  system  tlirouf^h  the  ffm 
uaniil.     The  following  case.  I  believe,  was  of  this  nature  :  — 

J.  S.,  a>t.  tweuty-two,  i.-pnra,  was  broiif^bt  into  the  ho8| 
moribund.     She  had  lieen  in  labourfor  6ve  days  under  the  oare 
of  an  old  woniun.  who  ha<l  not  seen  anything  in  the  oonditioc 
the  patient  to  alarm  her.     A  nei>;hbaur,  however,  had  insU 
on  callinK  in  a  doctor,  who  at  once  ordered  the  reinovalj 
the  patient  to  the  Matei*uily  Ho8])ital. 

On  admission  the  patient  was  cold  and  pulseless,  but 
mind  was  quite  clear.     Her  lips  and  tongue  were  blacJc. 
thexe  were  livid  patches  on  her  face  and  body.     There  wi 
horrible  cadavenc  otlour  from  her.     On  placing  the  hand  on 
abdomen  distinct  friction  could   bo  felt.     The  vagina  was  i( 
frightfully  wptic  condition,  and  the  stench  from  it,  especii 
during  and  after  delivery.  waH  overpowering.     The  pelvis 
slightly  contracted.      The   head   was  perforated  and  doliv 
easily  etTectad.        The  fuDtus  was  putrid.     There  was  no 
ing,  but  the  uterus  remained  quite  uucontraoted.    On  passing  1 
hand  in  I  found  the  placenta  was  adherent.     The  uterus 
like  a  collapse<l   football.     As  1    peeled  the  placenta  ofl' 
nterns  tended   to  invert.     There  was  no  bleeding.     A   large 
saline  injection  was  given  under  the  patient's  breast  und  hyj 
derinics  of  Hlrycimiue.  but  bhe  died  m  a  few  minutes.      Wet 
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not  Ret  a  (kwi- mortem  examinati<in,  as  we  were  only  too  y}ad 
to  got  the  tiody  out  of  the  hospital  us  quickly  as  possible. 

The  dirty  finders  of  the  old  womAn  had,  1  thick,  iofectddtlie 
putient  some-  days  previous  to  Eulmissioo. 

Tetanus. — ^This  is  a  very  rare  complication  of  thn  pURi"- 
|wnttn],  and,  whon  it  doea  occur,  it  is  likely  tu  be  fatal.  T)iu 
disease  is  doe  to  infection  from  the  tetanus  baciUus,  which 
may  HH\n  entrance  to  the  system  through  the  birth-catiiil  in 
duHt'hulon  air,  ur  moro  prohahly  throu^^li  I  he  mfHliuiii  of 
nnclean  finders  or  instruinentB.  The  infection  may  also  ^in 
entmuee  lhlx)u^?h  a  wound  in  any  part  of  the  body. 

The  syniptoniR  are  exactly  the  same  as  in  an  oitiinary  case 
of  tetanus.  Thoy  may  bepn  to  manifest  thomselvos  any  liuie 
durinp  the  puerperium,  hut  not  usually  later  than  the  second 
week.  At  first  there  may  be  merely  a  certain  amount  of  stiff- 
ness about  the  jaws  and  neck,  but  this  soon  becomes  more 
marked,  and  the  other  muscles  of  the  body  become  affected. 
The  disease  may  run  its  course,  usually  to  a  fatal  issue,  within 
a  few  days,  but  it  may  last  much  lungt^r.  The  fever  may  he 
high  throughout,  or  just  before  dcnth,  but  in  some  cases  it  may 
be  quite  moderate,  or  entirely  wautiuK.  In  some  cases  there 
is  a  mixed  infection,  and  then  the  fever  may  be  hiRh,  irres]>ec- 
tive  of  the  tetanus. 

lyut'jnosis.  -Rigidity  of  the  jaws  and  retraction  of  the  head 
are  usually  the  earliest  indicatioos.  When  the  trunk  muscles 
are  i^ected  the  condition  cannot  be  mistaken,  but  occasionally, 
in  the  early  stages,  it  has  been  mistaken  for  hysteria. 

Protftioitig. — It  is  excoedinwly  dangeroui^.  About  90  uor 
cent,  of  the  patients  die.  This  is  much  the  same  as  in 
surgical  cases,  so  the  pueriwml  condition  does  not  seem  to 
influence  one  way  or  the  other. 

Treatment. ^Thii  uterus  and  vagina  should  be  very  thoroughly 
disinfected  with  perchloride  of  mercury  douches.  Chloral  and 
bromide  should   he  given  in  large  doses,  ov  U^R  M\>A'udw^>R^ 
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Ktirtim  UK«d.     Ill  the  only  otise  which  I  have  seou.  the  U| 
WAS  used  freely,  but  it  neemecl  to  make  matters  worsw. 
nientionB  a  similar  experienoe.     Tho  patient  should  be 
freely  stirnulfttRd. 

V(nse. — Mrs.  K.,  ait.  twunty,  primiiwni.  Patient  had 
in  labour  for  twenty-four  hours,  under  the  care  of  u  raidn 
and  ii  doctor.  The  latter  had  attempted  to  deliver  with  fore 
without  CHCl.,.  On  examination,  the  abdomen  wa&  foundj 
l>e  pendulous,  the  bladder  Bomewhat  distended,  but  no  Baz 
ring.  The  ns  was  dilatoil.  Patient  had  no  pains.  There 
oonaiderahle  cedoma  of  the  vulva  and  bruising  of  the  vh 
and  the  corvix  hud  also  beou  toru.  The  oonjugata  vera 
made  out  to  be  3^  in.  As  no  fcetol  heart  Bounds 
heai-d.  craniotomy  was  done.  The  child,  minus  the 
wei>^hed  8  lb.  There  was  ^lome  albumin  in  the  urine.  Patiao 
progress  was  at  first  very  satisfactory,  alihou;;h  the  tomi: 
tur.?  was  somewhat  raised.  An  intra-uterine  douche  was  gti 
ou  several  occasions,  but  iiochiut{  abnormal  came  from 
nieras.  But  seven  days  after  delivery  she  be^an  to  oompUiji 
of  stiffnesH  in  the  muscles  of  the  jaw.  Next  mornin;^  she  w^H 
unable  to  open  her  mouth,  and  she  made  ffce&X  complaint  1^ 
pain  and  stiffness  in  the  muscles  of  the  jaw  and  Deck.  By 
midday  the  head  was  retmcted,  and  both  eyebrows  raised. 
She  was  unable  to  swallow.  She  oomplained  of  acute  pain  in 
the  back  of  the  neck  and  ster nomas toids.  In  the  afternc 
she  was  worse,  restless  and  fretful,  and  the  head  was 
markedly  retracted. 

Seventy  c.u.  of   Pasteur's  antitetanic  serum    were   iujeot 
into   the  right  flank   in    two  separate  doses.      Patient   sis 
thereafter,  with  short  iatervals  of  wakefulness,  and  oomplaine 
on  wakening  of  severe  pain  in  the  back  of  the  neck. 

At  1.15  A.M.  on  the  ninth  day  she  had  a  severe  respiratory 
spasm,  aSecCing  chiefly  the  muscles  of  the  larynx.     The  raoi 
ments  of  i-f^spiratjon  kept  up.  hut  almost   no  »ir  entered 
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luu^s.  Rhc  recovered  from  this  in  fiftet^n  ralniitos,  hut  ten 
miatites  later  had  another  spasm,  so  severe  that  she  hecuroe 
aBphyxinted.  Movements  of  respiration  ceased,  j^he  became 
relitxed.  piipilK  dilated,  and  the  pulHe  was  almost  impcrcepbihle. 
AitiHcial  respiration  was  porformcd  for  a  few  minutes,  when 
she  hegan  to  hreallit;  Again  natm'ally.  She  had  numerouH  further 
spasms  which  were  relieved  by  chloroform  inhalations,  but  she 
Ixfcaoie  gradually  more  and  more  exhausted,  the  head  becoming 
more  extremely  retracted.  She  died  cyanosed  at  1.10  i'.m. 
Kespiratiuoe  ceased  before  the  heart  stopped  beating.  She 
had.  in  all,  twelve  spasms,  which  latterly  affected  the  muscles 
of  the  Ixick  ua  far  as  the  lumbar  region.  Throughout  the 
attack  thore  was  no  rif^idity  of  the  abdominal  muscles. 

No  post-mortem  exauiiuation  could  be  obtained. 

The  infection  had  undoubt<idiy  been  convoyed  to  this  (latient 
before  her  admission  to  hospital.  Bhe  had  a  partially  cicatriBed 
wound  on  one  of  her  hands,  and  it  is  just  possible  that  this 
was  the  seat  of  itifeotion.  The  serum  seemed  to  aggravate 
her  condition. 


I>l»eiuoa  of  the  Cardio-Vasualu*  Syatem^yncojio— Shoi-k — ^Kmlmlii 
G*»ei— Phlebitis — Phlugmasia  Alba  Doleus — Caso— Maininanf  i 
plicfttions— (l&lactocclc  — Oompticaiioiu  of  the  Nervous  tiTKt«M 
I'aralysin-^tfiL'lanipsia  am)  Chorea — loiMnitr. 

DiHEABRH    OF    TUK    GAHDIO-VABCUt»\B    StSTBM. 

The  subject  of  oardiao  disease  has  beon  already  so  fully  tr 
inde&ling  with  preKtuiaoy  sind  labour,  that  very  little  oe 
added.     Cardiac  disease  seldom  arises  durint;  the  p<    '         <\% 
except  in  connectioa  with  sepals,  as  an  iicuto  pen     i  _  ^ 
malif^nant  endocarditis,  which  inevitably  terniinaies  fatally. 
the  majority  of  cases  of  caitliac  disease,  if  thu  patient  pomtttt^ 
safely  through  the  strain  of  labour,  she  will  recover,  but  daaib 
may  occur  from  oardiac  failure  within  a  few  hours  of  the  end^, 
labour  (see  case  vt.,  page  85*^). 

Syncope. — This  is  common  after  severe  h«»morrhage, 
it  oooasioually  arises  ia  cases  where  there  has  boon  no  haii« 
rhage,  and  where  the  heart  is  apparently  healthy,  as  do  luur 
oaa  be  detected.      The  heart   is  pi-obubly  fatty  and   dil 
espeoially  on  its  right  side.     The  patient  suddenly  oolU&g 
after  delivery,  and  shows  all  the  indications  of  severe  ah<| 
8he  may  die,  if  prompt  measures  are  not  adopted  to  stlmt 
her. 

The  two  followini^  cases  occurred  in  the  hospital  within  a  1 
or  two  of  Bach  other.     The  first,  an  umuarried  ptiuiifMtni, 
delivei-rtil  by  natural  elTorLn  aft^r  u  labour  of  a  few  honr^, 
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pliic«uta  and  meuihi'aiieb  vrete  adhertiut,  and  were  reinuved 
under  chloroform.  There  was  no  post-partum  husmorrhage, 
and  yet.  when  tlie  patient  came  out  of  the  chloroform,  she  ex- 
hibited such  profound  cx>llapse  ihat  she  looked  as  if  she  were 
dyin^.  Hur  puUe  became  almost  imperceptible.  She  was 
freely  stimulated  by  strycbuine  hypoderuiically,  and  whisky  by 
the  mouth,  and  was  surrounded  with  hot-water  bottles.  For 
Bevt*ral  days  her  pulse  remained  very  rapid  and  feeble,  but  she 
uiadfi  a  good  recovery. 

In  the  Bdcond  oaBe  there  was  a  alight  aniouut  of  post-partum 
ha?morrhaj(o.  hut  not  sufficient  to  account  for  the  alarming 
prostmtion  which  came  on  after  an  easy  lubour.  It  looked  as 
if  there  had  been  an  internal  hoemorrha^e  from  a  ruptured 
varicose  vein  in  the  broad  ligament.  The  patient  was  freely 
stimulated  nnd  ^ven  a  saline  injection,  and  fthc  ^ra^liially 
mlliiMJ,  but  lliu  pulse  was  very  feeble  for  some  time.  .\  careful 
examination  failed  to  reveal  any  evidence  of  an  internal  haemor- 
rhage, either  into  the  peritoneal  cavity  or  the  broad  ligament, 

Shock. — After  severo  or  prolonged  labours  there  \n  generally 
a  considerable  amount  of  collapse  from  shock. 

This  should  he  created  by  warmth  and  free  >3limu1ation. 
Strychnine  lb  by  far  the  l>esL  stimulant  in  these  cases,  and  it 
should  he  given  freely  hypodermioally.  Saline  infusions  of  one 
or  mure  pints  are  also  most  useful. 

Embolism. — Embolism  of  the  lung  may  arise,  any  time 
during  the  puerperiuni,  but  it  sometimes  happens  at  tlie  time 
of  labour.  It  is  liable  to  occur  in  cases  of  thrombosis  of  the 
veins  of  the  lege,  as  in  phlegmasia  alba  dolens,  but  it  may  occur 
in  a  case  where  the  puerperium  is  apparently  following  a 
normal  course.  In  the  latter  instance  the  clot  seems  to  come 
from  one  of  the  uterine  sinuses,  or  from  one  of  the  veins  in  the 
broad  Ugament.  In  my  Cs&sarian  section  cases  I  have  always 
been  struck  by  the  almost  invariable  varicoeity  of  the  \'eins  of 
the  broad  ligament.     Clotting  must  often  oooax  vci  ^«inv^  vc^^ 
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it  is  easy  to  understand  how  u  bit  of  one  of  these  clot 
readily  he  detached.  The  entrance  of  air  into  the  cirou 
will  cause  muoh  the  Bame  condition. 

Hufns  anil   Stfmplottui. — The  patient,   who  may  have" 
feeling  quite  well,  is  suddenly  seized  vriih  dyspiiueu  and  «  (« 
ing  of  impending  death  by  suffocation.     She  will  ait  up  in 
and  throw  tlie  clothes  off  in  her  ondeavours  to  gain  lireath. 
attack  will  probably  prove  fatal  iu  a  few  minutes,  before 
tiling  can  be  done  to  relieve  her.      If  she  does  nut  die  in  a  : 
ininuteK  thei^  will  he  Aome  hnpR  of  saving  her. 

Treatment. — If  u  patient  suffers  froui  thivmbosiii  in  any  of  1 
veins  she  should  be  warnetj  to  keei>  at  rest,  and  niasaa^iotf  Uia 
limbs  should  ua\  be  allgwed.     When  embolism  happens, 
patient  should  at  once  be  propped  up  in   l>ed  and  given  stir 
lant  as  freely  as  possible,  in  the  form  of  jifti  volatile,  whisky, J 
brandy.     Jf  oxygen  were  al  hand  it  could  be  used,  and  wc 
probably  do  gooil,      If  tlie  patient  survives  the  first  un&tt 
should  be  kejit  perfectly  quiet,  and  be  treated  with  large  do 
of  carbonate  of  ammonia,  perhajis  combined  with  iodide  U 
on,  to  cause  absorption. 

Cast  I. — A  multipam,   with  a  very  rigid  eei-vix,   began 
show  indioattons  of  exhaustion,  after  being  in  labour  for  n  c< 
siderable  time.     The  membranes  had  ruptured  early.      Ui 
chloroform,  I  dilate<^l  the  cervix  manually  and  delivered 
forceps.     There  was  u   free  post-partum   hatmorrhage,  whij 
was  checked  by  an  intra-uterine  douche.     The  patient  bPH 
to  complain  of  difficulty  of  breathing,  and  said  she  felt  as  if  I 
chest  was  onuircled  by  an  iron  band.     Her  pulse  Ixicauie  ta 
rapid  and  weak,  and  1  thought  she  was  dying.     She  was  lyi^ 
on  her  left  side,  and  she  b«ggetl  me  to  turn  her  on  to  her  ri(i 
side.     1  did  so.  and  as  her  Iiead  luuiihed  the  pillow  she  gave 
very  deep  inspiration  and  said  at  once,  "  I  am  all  right  ". 
breathed  quite  naturally  after  that  and  bad  no  further  trouk 
I  never  conld  tind  any  indication  of  an   i  ifarction  in  the  Iti 
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aflerwiirilH.  This  nia\  not  have  lieen  a  ease  of  einliulihtn,  but 
clinically  blie  symptoms  were  identical.  If  there  ^va^  au 
embolus.  I  clo  not  know  what  hecaine  of  il  aflerwAitls.  The 
condition  may  possibly  have  been  caused  hy  the  entrance  of  air 
into  the  circulation.  The  change  in  her  condition  wiis  very 
iimrveUouii  and  sudden.  The  gasping,  Htruggling.  hreathint^, 
ended  in  one  long  inspiration  and  feoHni:  of  instantaneous 
relief. 

Case  II. — A  multipara,  delivered  in  oonnection  with  the 
■  outdoor  department  of  the  Matenitty  Hospital,  tiuttered  from 
phlebitis  in  one  uf  Iter  legs.  There  was  nQ_i)hlQj£[Q{tfift.  but 
there  was  4igbt.  tfantjUiboflis.  She  was  ordeie^l  to  keep  her 
lied,  and  did  so.  On  the  twenty-second  day  of  the  puerperium, 
while  lying  in  bed,  she  suddenly  sat  up,  threw  the  clothes  off, 
gasped  for  breath  and  died  in  a.  few  minutes.  By  the  lime 
1  reached  the  liouse  she  was  dead.  A  piece  of  ulot  hail  un- 
doubtedly soparatoil  and  passed  on  into  the  lung.  She  was 
lying  Ml  l>ed  at  the  time,  but  had  very  probably  bt«n  luovuy; 
hfirje^s,  and  thus  caused  the  separation  of  the  clot. 

Case  111. — Ifce.  D.,  vi.-pora.  set.  thirty-three,  was  admitted 
to  the  Glasgow  Maternity  Hospital  on  :^4th  November.  1900, 
complaining  of  fre<juent  and  profuse  flooding.  She  had  had  an 
abortion  about  four  months  before.  She  wa4  again  about  two 
months  pregnant,  and  ha4l  lately  bad  profuae  bleedings.  She 
was  very  nervous,  and  evidently  sulTerin^  from  alcoholism. 
The  uteras  was  enlarged,  but  the  os  was  undilated.  There 
was  very  little  bleeding.  The  vagina  vvaa  well  douobed  and 
plugged.  The  plugging  was  ropcutcti  next  day.  .\fter  the 
second  plug  was  removed  she  was  given  chloroform  in  order 
to  dear  o\it  the  uterus.  Uugar's  dilators  were  use^l.  a»  the  os 
was  only  partly  dilated.  Before  the  uterus  could  be  cleared 
with  die  Hushing  curette  she  stoppe<t  breathing,  and  artificial 
respiration  had  to  bo  performed  for  some  time.  The  operation 
was  discontinued,  and  as  there  was  oonsidurable  ty^TXtv^i^ Vccaica. 
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the  uterus,  i)ie  cavity  was  plugged  with  iodoform  >;iiuz&. 
wtbti  fi*eely  stimulateil  hy  Gnotuiita,  nnd  hypodermic  injeotio 
of  ether  ami  strychnine,  and  a  larjjo  SAliiie  injection  wens  gii 
Next  day  a.  pint  und  a  half  of  sahne  infusion  were  i^ivcn 
the  ftbdoniinal  wall,  its  she  was  verj*  weak  and  hfir  urin* 
scanty. 

As  she  was  so  weak,  no  attempt  wiis  nwuU:  lo  clear  otit 
uterus.  The  ovum  came  away  on  the  '2\ith,  but  there  was 
some  decidua  left. 

On  the  HOth,  ahuut  .3.15  A.H.,  she  awoke  in  a  vury  hreuihU 
conditit>n,  and  died  in  a  fuw  luiautos. 

At  the  post-mortem  examination  a  large  ante-mortem 
was  found  in  the  rijjht    ventricle.     It   was  adherent   to 
endocardium   and   tausculi   papiUares,  and  extended  right 
into  tiie  puhnouary  artery.     The  heart  was  dilated  and  (at 
No  trace  of  an  infarction  cnuld  be  Found  in  the  lunKa,  bui 
elont^attw]  clot  had  completely  blocked  the  artery,  even  ttxtcal 
inf<  into  the  two  branches. 

The  presence  of  this  large  ante-moitem  clot  was  very  intt 
fstinji,  in  view  of  the  fact  thnt  supcrfiuially  there  was  a  mar 
diininutiun  in  the  coa^^ulahiliiy  of  ih(-  blood.     Her  tongue 
bltHl  for  several  liours,  from  a  &lif<ht  punotm-e  made  by  for 
in   kcepin*;  it  forwards.     There  were  also  hromorrhages 
the  bulicutaneous  tissues  at  the  several  hypodermic  punctur 
and  at  the  points  of  infusion.     It  louked  almost  as  if  sht;  we 
sufl'ering  from  ii  mild  form  of  hmmophilia. 

Phlebitis. — Inflammation  of  the  voina  of  the  legs  is  not  ta 
uncommon.  It  is  usually  associated  with  varicosity, 
patient  complains  of  pain  in  the  calf  of  the  leg  or  lieliind  ihe 
knee  Some  redness  will  l>e  scon,  and  tlie  part  will  be  i-etuler. 
If  thertj  is  much  inHammaUon,  thrombosis  will  occur,  and  if  the 
lymphaticd  )>ecuine  inyolvaJ  the  whole  limb  will  l>ecnnie  swollen 
and  tense,  and  the  condition  nf  phlej^masiEPaTtnr  dofi 
ariHe.     The  clots  may  suppurate. 
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TivatmcHt. — The  patient  must  be  kept  rjuiet  in  bed  and  have 
lucal  HixhLtive  uppticutions,  tiuuh  ixis  load  and  npiutu,  hcUadotiiu;, 
etc.  If  there  is  any  oloUinu.  the  ptirt  must  not  he  moved  or 
liandled  luiich,  for  foai*  of  -detaching  a  piece  of  clot  U  suppura- 
tion occurs  froo  incisions  must  be  uinde. 

Case  of  i'hirbitis  with  Thnimhosiit  ami  Suppuratinn. — J.  S., 
ii.-IHira,  let.  thirty-three,  full  time,  aattuul  delivery.  Tiie 
perineum  whs  shglitly  torn,  imd  required  two  stitches.  On 
the  third  day  of  the  pueriwrtum  the  temperature  roee  to  102'fi" 
F.  in  the  evoDinK.  but  fell  to  nearly  normal  next  morning.  For 
the  next  ten  days  there  waa  an  evening  rise  to  nearly  103"  F* 
The  Icchial  discharge  waa  ftclid.  The  oaae  was  one  of  saprm- 
mia,  and  was  treated  hy  douching.  On  the  sixth  day  of  ihc 
puerperiuin  the  veins  in  the  pophteal  space  and  calf  of  the 
left  leg  were  found  to  he  inlUined  and  blocked  with  clot. 
There  waa  no  swelling  of  the  leg.  Glycerin«  and  Ixilladonna 
was  applied,  and  the  leg  wrapped  in  wool  and  elevated.  On 
thft  sixternth  day  of  the  puerperium,  pus  was  detected  in  the/(\ 
clots.  The  teniporuture  had  been  normal  for  about  four  daye.' 
Five  incisions  were  made,  the  pus  and  necrotic  tissue  cleared 
out,  and  the  woundn  stuffed  with  iodoform  gauze.  In  a  fort- 
night the  wounds  had  h»ftled.  and  the  patient  was  dismissed  well. 

Phlegmasia  Alba  Dolens. — In  tliis  condition,  in  addition  tu 
pliJebitis  and  thromlKisis  of  tlie  veins  uf  the  legs,  the  lyinpfiaticis 
Am  luvulved.  Tite  atl*ect«d  part  becomes  enormously  swollen 
and  brawny.  It  is  so  ceuse  that  it  pics  only  slightly  on  preH- 
aiire.  The  left  teg  is  the  one  most  frequently  attacked.  Both 
legs  may  be  involved,  but  it  nsnatly  Ijegins  in  one  first,  and 
spreads  to  the  second  some  days  later.  The  leg  below  the 
knee  may  Ije  involved  alone,  but  it  usually  attacks  the  thigh  as 
well,  and  may  extend  on  to  the  ahdoiuen. 

Tiirte  of  Onset. ^U  is  exceedingly  rare  Ijefore  delivery.  The 
nsual  time  of  onset  is  la  the  second  or  third  week  of  the  puer- 
perium,  but  it  may  be  oven  later. 
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t'tt/ijfc. — ^ Various   theorie*  have  lieen  odvuncetl,  but   to 
mind  it  seems  clear  that  tlie  cuudition  is  duu  to  sepsis 
(luubtedly  there  arc    predispusiug  cauues,   such   as    the   bti 
condition.  Q^^bauftLiou-^Kum  sevoce  labpur  arid  hiomorrha 
liul    iheiie    latter  conditions   preiliupose   to   septic  absorpti<] 
Thti  left  1(5^  is  tile  iinK  more  frequently  attacked,  hecaase 
ieft  side  «f  the  cervix  is  the  more  frequently  lacerated,  a^ 
throujjh   ihut  inueraliou   the   absorption   Uites  placG.      Pely 
oellulitift  itt  nothing  more  or  less  than  phlegiiiAftia  of  the  br 
liK^i^iiient,  and  it  is  invariably  septic  in  origin.      Whether 
not  the  ort^nisms  which  cause  the  condition  are  identic 
cannot  say.  but  I  should  think  they  aie.     It  seems  to  me 
if  the  ttbaorption  is  not  very  ^;reat.  iwUnc  celluhtis  rosulta.  wl 
if  it  be  considenible,  phlegmasia  alba  dolens,  or  general  »e[ 
<ir  both,  may  arise.      Long  ago  Tyler  Smith  wrote:  "I 
that  coutaginii  nnd  infection  play  a  very  importiint  jiHrt  iit  the 
production  of  the  HiseaRe.      I  look  on  a  woman  attacked 
phlegiiiiiaiiL_^oIens  as  having  made  a  fortunate  escape  fri>m 
greater  dangers  of  profuse  phlebitis  or  puerpenil  fever." 
peculiar  swollen  condition  of  the  limh  is  due  lo  invnlveuie-n^ 
the  lymphatics,      In  (elephantiasis,  and  also  in  cases  of  cans 
we  }iave  an  analogous  condition  so  far  as  the  swelling 
The  veins  arc  inflamed  and  blocked,  but  this  d(X*s  not  ca 
tlie  brawny  swelling,  as  you  may  have  a  complete  tbromlx 
of  the  veins  of  the  leg  without  any  swelling  (see  case  ii,). 

Suj*\i  and   Sympl^tms. — The  patient  is  usually  first  sei^ 
with  severe  piiin  in  the  caJf  of  the  leg.      Her  temperature 
and  she  may  have  a  rigor.     At  first  there  is  very  Uttle  s\^eL 
but  there  is  great  icndemess.  and  the  vein  or  reins  may 
Imrd  as  if  thrombosed.     There  may  he  some  redness  over  I 
especialty  if  iltey  are  superficial.     In  a  day  or  so 
begijLiS^velljind  become  brawny  and  difficuT 
be  white  and  gUzed.     To  the  patient  it  will  fuel  heavy 
dea<l.     The  swelling  may  be  confined  to  the  leg  U>1ow  the  kn 
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Of  it  may  extund  all  the  way  up  the  thi^h.  and  even  od  to  tht* 
lower  jian  t>f  tlie  atxloinen.  Id  ii  weak  ur  so  the  oilier  leg  may 
be  littacktMl.  la  a  few  dftVB  the  co^g^ifatiff^ft'  Hinturhjin^^^^^ 
wilLjJiiMfifwm-,  hut  if  siippumtioa  begins  (he  toniporatui-e  wilt 
aguin  lisM,  wild  thore  timy  be  h  i-eciirrenue  of  rigors.  If  suppur- 
ation <i(xrj»  tiiir  occur  the  swelling;  will  ^-odually  siil)8ide,  and 
in  BJx  weekfl  or  bo  the  lag  will  Imve  i-eturued  to  nearly  ILk 
normnl  si/e.  but  it  will  remain  wenk,  and  very  liable  to  swell, 
when  thf  i>B.lienl  is  on  her  feel  for  any  length  of  titne.  Throuxb- 
out  the  remainder  of  her  life  the  patient  will  Hufler  more  or  leus. 
fnun  this. 

IhtujuostA. — The  swollen  bmwny  uondition  of  the  le^joaimob 
he  mistikkeu  for  auythiu|{  else. 

PiVftiosM. — Most  cases  recover,  but  thore  is  usually  some 
weakness  of  the  leg  left  behind.  One  must  always  bear  in 
mind  the  {^vt^  rKk  ^f  s^utjdfin  tieath  from  detachment  of  a  piece 
of  dot.  and  take  steps  to  guard  against  this. 

Treatment .  In  the  acute  singe  (he  pain  iiiiisl  l>e  oomliatnl 
witli  opiate^,  and  i>edative  applications  to  the  leg,  such  as  lead 
and  opium,  laudanum,  Iwlliuionna  uud  gtyoeriae,  etc..  with  hot 
fomentations.  The  entire  lug  should  he  rolled  in  wool.  For 
the  fever  give  (juiuine.  As  a  rule  free  Htimiilatiun  will  lie 
necessary.  In  the  later  stages  perfect  rest  must  still  be  ou- 
foiY^  ;  Uuidages  to  the  limbs  should  \m  carefully  applied,  and. 
when  the  danger  of  detaching  a  piece  of  clot  is  past,  massage 
shoidd  be  employed.  .\bsorheub  hnimentn  such  as  Hn.  pot. 
iodi.  C.  sa|>one  may  Im_'  used.  When  suppuration  oucura.  free: 
incision  and  drainage  must  lie  cameil  nut.  Tht?  freer  the 
incisions  are.  the  quicker  will  Ih>  the  healing.  When  ihc  patietil 
is  allowed  to  get  up  she  should  wear  an  elastic  luntlage  or 
stocking  for  some  time. 

Thn  lotlowing  two  cases  may  be  taken  as  illustrative.  The 
lirst  one  was  oumpamtively  mild,  whilo  the  second  was  exceetl- 
inRly  grove : — 
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fVisf!   i.^Priiiiipivm.  ml.   thirty-nine;   pivseniation    VX 
laliour  lasted  tiovea  hours.     As  the  perineum  was  ri^d,  d 
inii;  the  henil  at  the  outlet,  ]  applied  forcepn  and  deUvcred 
female  child.     The  penneum  wus  UilHct.      I   need  not  occiipf 
»pace  with  full  notes  of  the  puerporium,  oxttept  to  j^ive  tlie  l 
which  are  of  importaoce.     On  the  third  day  har  tetuporati 
rose  to  WS"  F.,  and  sho  iM^catne  very  ill  with  puerperal  fever,  j 
felt  Buro  I  had  not  infected  her,  as  1  had  not  hoen  dealing 
aay  septic  c&Besi  for  some  time,  and  X  knew  my  forcope 
oleati.      1  soon  noticed  her  tecnperature  was  usually  lQ4f 
the  liiopmnns,  and  that  it  fell  during  the  day  from  two  to  tfa 
degrees.      Her  bed  was  in  the  kilcheu,  and  the  sink  was  wltl 
few  feet  of  the  foot.     I  ^uRpected  this  was  the  source  of  iufec- 
liirti,  and  sht-  Utld  me  she  hod  freijuoritly  found  a  bad  odour 
VAnum^  front  this  sink.      During  tlie  day  the  house  was  welt 
ventilated,  and  the  sink  was  also  being  continually  HushodjH 
ihai  very  little  sewer  >^is  would  escape  into  the  room,  and  if  if 
did,   it    would   lie  carried  otT  in  the  ventilation.     Durinj^  Ih^ 
night,  however,  a  very  different  couditiuu  uf  affairs    exist^f 
When  the  house  wa'4  closed  and   wnrin  and  no  water  running, 
thun  sewer  tpva  would  he  sure  lo  eKcajw  iutn  the  roum  if  the  trap^ 
were  imperfect.     To  lest  this  theory  1  liiwl  a  pluj;  put  into  the 
•outlet,  and  then  tilled  the  sink  with  strong  peruhlorido  of  me 
flf>lution,  and,  aft  I  fully  expected,  the  temporaturo  did  not 
When  the  sink  was  l«ft  open  another  night  the  temperature  i 
again.     The  sanitary  inspector  told  me  the  trap  was  too  sha 
and  lie  had  no  douhl  ^a^  could  escape.     No  arrangements  eouli 
t}ti  made  to  remove  the  patient.      She  was  treated  in  the  usual 
#ay,  with  opium  for  the  pain,  quinine  for  the  fover,  and  largo 
doses  of  i>eruhloride  of  iron  to  combat  the  soptic  condition. 
Hhe  was  oIho  freely  stimulated.      I  douched  out  the  uterus  willi 
1  to  '2,000  porchloride  of  mercury,  in  all  eight  times.     Ther«t 
never  was  the  slightest  indication  of  m«rcunal  absorption,  but 
I    took   my  iistml   preoaiition  of  ending  the  douche  with 
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water.  By  the  end  of  the  ninth  day  the  temperature  hud  fallen 
bo  normal.  It  afterwards  rose  on  two  occasions  to  104"  F..  hut 
an  intm-uleriue  douche  speedily  brought  it  duvvn.  On  the 
eightQflixtkjljfcV  she  Ix'ji^u  to  complain  of  pj^Jn  in  ihe  calf  of  the 
left  leg.  and  her  tenriperatare  rose  a^ain  for  a  few^laysTo  about 
l^^^tJ^  Slie  hud  been  troubled  with  inllnniud  vein!)  in  the  thigh 
of  that  lei*  during  pregnancy.  The  leg  became  swollen  and 
tender  to  touch,  up  to  the  knee.  FouientationB,  and  Iwlladoniia 
and  glycerine  were  applied,  and  it  was  rolled  in  cotton  wool, 
and  opium  was  giveu.  Thr  pftjn  nnntinmiti  f-rr-n  irreek^and 
t^en  rtb»lte<l  The  leg  ^lelow  the  knee  now  presented  the 
typical  white  brawny  appearance,  and  waft  double  the  sue«  uf 
the  other.  The  thigh  was  very  little  aflected.  After  that  jt 
ran  the  uuual  courtie,  and  the  leg  gradually  decreutied  in  size, 
until  in  six  weekn*  time  fihe  was  able  to  Ite  up  a  littlu.  Rinou 
then  !4he  hii^  )uid  tu  wear  >in  elastic  bandage,  ax  the  leg  swells, 
when  she  l»  much  on  her  feet- 
She  was  confined  three  ye&n  later  in  the  mime  houBe,  and 
inuile  a  perfectly  normal  recovery.  A  new  trap  hai)  been  put 
in,  so  there  was  no  eiwape  of  sewer  gas. 

Ca^e  II.  wat)  a  much  more  serious  one.  She  was  &U0 
H  prireuparn.  flat,  twenty-six  :  confined  14th  December,  1895. 
She  has  a  oontracte<l  pelviH  with  the  following  measurenient^  : 
Intercristal  diauictci',  11  j  in.:  interspiiiouH,  10|  in.:  external 
c^jnjugate.  T  in.  ;  diagonal,  about  4  in. ;  true,  barely  3^  in.  The 
face  presented  with  the  ehin  to  the  left  ttide,  aud  whh  lying  free 
alMJve  the  brim  in  the  transverse.  Dr.  Murray  t'airns  kindly 
gave  chloroform.  I  failed  to  rectify  by  bringing  the  occiput 
down,  ao  I  turned.  Supraj)uhic  pressure  and  traction  gol  the  head 
through  without  very  much  delay,  but  we  could  not  rosascitate 
the  child.  The  chest  was  ennnnously  developed,  and  this  bad 
evidently  conciibuted  to  the  face  presentation,  and  had  also 
prevented  rectification,  as  it  interfered  with  flexion.  The  peri- 
neum was  not  torn.     An  intra-uterine  douahe  v<»e.  vS'^wv.   '^<^ 
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u*\\  days  the  puerperiuin  wiw  normal,  with  no  jiartictilar  ri^v  ■'! 
teni|>erature.  On  the  24th  December,  the  rleventh  day.  Khp 
l>f^An  to  coinplain  of  pain  l)elow  and  tn  thtt  inner  side  of  lh« 
left  knep,  Slio  had  s«vernl  rigors,  and  her  temperature  tn't 
pultrt!  rose.  Two  days  later  the  t6iiii>er«ture  waa  104  K,  aoij 
the  pulso  \'20.  The  leg  now  hegan  to  swell  and  the  pain  was 
fXceMsive.  Ten  diiys  after  the  aeigure  the  pain  le8»ened.  The 
1h^'  was  now  f^nomK^yflly  awr^llen  thmughnut  its  whole  extent ; 
iliu  left  la|>iu'n  'fiAJna  and  the  abdominal  wall  of  the  same  b\d» 
were  ulsi»  swollen,  and  ihere  was  hanliiess  above  i^^upa^t'^ 
lif;aiiient.  Thf*  |«irts  presented  the  typical  white  brawny 
appearance.  She  wuh  iiuw  ai^izod  with  severe  pain,  timi  in  the 
huttook.  and  ilien  to  the  inside,  and  behind  the  knee,  of  Uie 
iif;bt  le^.  Tlie  right  leu  did  not  ^well,  but  in  a  day  ur  two  Uie 
long  fla])Iienou>t  vein,  from  below  the  knee  up  to  within  a  few 
inches  of  Voupart's  ligament,  wa^  oumplctoly  blocked  with 
The  short  siiphenouH  vein  was  also  bli>cked  in  its  upj>er 
For  about  b  in.  along  the  inside  of  tliis  knee  iiud  up  tlie  thigl 
there  was  a  band  of  redness  over  the  long  saphonotts.  During 
this  time  she  was  very  weak,  and  her  tem))erature  kept  fi 
101  to  10'2'  F  She  hegan  to  cough  a  good  deal,  and 
breathing  was  very  lalioured.  It  looked  oh  if  the  pulmnni 
circulation  were  becoming  eiubarrassod.  Rtiles  could  be  hoai 
over  the  fix>nt  of  the  chest,  but  I  did  not  risk  ntisiujj^iJiHr 
examine  tjje  iMick  of^the  lungs.  Jn  a  few  days  tlie  p^ii  in  U: 
log  decprasecl,  the  temperatuir  fell,  and  the  brcatbm  ' 
freei .  She  was  now  unafue  to  movp  either  leg.  but  lay 
them  flexed  at  the  knees  and  supported  on  pUlows. 
mentioned  thai  every  time  she  took  a  drink  she  felt  a  sen 
in  the  legs,  as  if  the  blood  were  forcing  its  way  along  the  veil 
The  treatment  had  oonsisted  of  the  free  uae  of  morphia  for 
pain,  quinine  for  the  fever,  and  painting  of  the  paioful 
with  belladonna  and  glycerine.  She  was  freely  stiumlatod  w^i 
whisky,  and  the  legs  were  kept  enveloped  in  wool.      In  spite 
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iref)ueiit  orders  t-o  the  uontniry,  lier  Albeiidant  allowed  her  (o  ^i 
>M>t,  and  two  Bmall  bedsores  formed  ou  the  liutcocks.  1  had 
hfr  placod  on  ua  air-bed,  aud  these  sores  did  not  (^ve  any 
tionblG.  I  superintended  the  moving  of  her  on  to  the  air-bed 
to  prevent  any  roii^h  handling,  for  fear  of  detachint<  a  bit  of 
clol.  Fortunately,  she  eiicaped  this  aerioiLs  accident.  Flannel 
rollers  were  put  on  the  legs. 

On  25th  January,  18%.  a  month  yjfipy  iha  soixu-e.  the  left 
leg  h:\d_decreBsed  considerably  in  size ;  but  I  found  i^bscetise!} 
had  formed  in  two  {>races  InsTcIe'and  below  the  knee,  where  »he 
htui  tuwMelt4ha-^in.  These  wore  freely  opened  and  stufted 
with  iodoform  t;au2e. 

On  4th  February  a  large  abttoess  had  formed  in  the  buck  of 
the  thi^li  of  the  same  le^.  This  v<ii&  also  freely  opened.  Just 
lielnw  Pfni|iart's  ligament  of  the  same  le^  another  abscess  was 
beginuin>(  lo  fnrm,  aud  the  clots  In  the  veins  of  the  right  leg 
were  beginning  to  break  down.  • 

On  11th  February  Dr.  G.  Balfour  Marahalt  kindly  gave 
ohiorofonn,  and  1  laid  the  long  saphenous  vein  of  the  right 
leg  open  from  the  inside  of  the  knee  for  fully  i\  in.  up  the 
thigh.  I  aUo  mode  a  free  incision  into  the  upper  part  of  the 
short  saphenous,  and  two  more,  lower  down  in  the  calf.  The 
necrotic  tissue  was  scraped  out,  aud  the  cavities  stuffed  with 
iodoform  gauze.  In  the  left  leg  I  made  a  free  inciHJon  below 
Poupart's  ligament,  and  drew  h  tube  down  the  course  of  the 
femoral  vein  along  Hunter's  canal,  to  the  opening  in  the  back  of 
the  thigh.  I  also  opened  an  absceas  in  the  left  breast,  and 
another  in  the  left  arm  close  to  the  axilla.  The  pus  from  all 
these  abscesses  was  of  a  gresnisb  colour  and  had  no  odour.  No 
other  abscesses  were  apparent  at  this  limo.  b-^^l^''^^*J•^*^'^] 

She  began  to  improve  rapidly,  and  the  ahscessK^  in  liutli 
legs  below  the  knees  and  those  in  the  breast  and  arm  healed 
satisfactorily. 

11th  March. — Dr.  Uarshall  again  gave  chloxQ^<«vQ.,  -KpStV 


jij  CUSICAI,  OBSTBTKrCS. 

opGned  a  lar^^o  abAoe<t&  in  the  ri^ht  buttock,  wliieh  hikd  aho' 
its  |n-erteiice  within  the  last  week.  T  also  open^Hi  aiiothttr. 
the  middle  of  the  iuuer  side  of  the  ri^^ht  thigh.  The  pu3 
huirowinj*  iincler  the  fa.scia  Ifttn  of  the  left  thi^h.  so  f  inndt* 
opening  on  the  outer  side  oi  the  thigh,  nnd  <lrpw  u  larjt^  ru 
tvom  the  top  opening,  and  also  one  tight  across  the  thigh  to  t 
opunint;  tiehind.  I  tilso  opened  ii  lai't^e  one  in  tlie  left  axilU. 
After  this  she  improved  rapidly,  tind  in  a  foitui){ht  thetf  \vm 
httle  or  no  discharge.  By  9lh  April  the  wounds  find  healed, 
and  she  was  able  to  tiit  up,  hut  could  not  walk  without  asitis- 
tance.     The  left  le^  was  back  t^  its  normal  size. 

20th  April. — Shu  is  ahle   to  walk  a  little.     Although   s 
has  never  complained  of  any  pain  in  the  pelvis,  there  haa  b^en 
some  hardness  and  teudernes-t  tilon^  the  left  Hide  of  the  hriui 
On  rnitking  li  F.V.  examination  to-day  the  cervix  is  fell   low 
down.     The  external  os  admits  the  tip  of  the  tiitf^er,  and 
slij^hlly  lacenitetl  towards  the  left  side.     There  has  evident 
been  oonsiderahlti  laceration  towards  the  left,  indicated  by 
cicatrix.     The  left  broad  ligament  has  a  lArf,;e  mass  of  uellntii 
in  it.  and  tho,  left  iitero-sacral  li^ment  is  in  the  same  oonditioi 
The   uterus   is   fixed  and   n^tr<jfiexeil.      The  rij^ht  siJ«   of  t 
pelvis  is  free. 

i'itU  May. — The  hot  douche  has  been  used  roKularly 
swelling  in  the  broml  It^amont  has  disiippeared.     The  utei 
is  still  reti'oflexed  anti  (ixod.      Shn  is  nblo  to  j<o  ulMmt,   niid 
Raininji  tlcah  rapidly. 

In  the  first  ease  t\^^'^'t^  is  nothing  |fiirticular  to  bu  uot4.<d,  *'Xtvj 
that  like  tlie  second  ^\\e  wa»>  a  pninijiara,  which  is  very  un 
mon.  The  time  of  onset  in  both  oases  was  the  usiud.  rtr,», 
third  and  second  weeks.  In  neither  had  there  been  a  tuarki 
losb  of  hlciiNl,  which  is  so  frequently  the  case.  The  cause 
btHh  cases  I  l»elieve  to  have  been  septic  absorption.  In 
first  we  had  the  antecedent  puerperal  fever.  The  phle^mns! 
seenis  to  have  been  the  last  effect  of  the  septic  mischief 
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expiring  effort,  so  to  speak,  and  in  that  way  it  was  a  oompara- 
tively  mild  attack.  The  great  Imlk  of  the  {>oiHon  had  exhausted 
itself  durini;  the  pueqwral  fever.  Id  the  second  case  the 
origin  was  the  same.  X  have  no  doubt,  judging  from  the  course 
it  ran.  It  was  a  very  much  more  aerloux  case.  t>ecause  the 
poison  eonoentrnted  itself  in  this  one  direction. 

Two  cases  are  not  sufficient  to  draw  conclusions  from,  bat 
this  seoond  case  presunts  ftomi*  feature^)  worth  considering, 
The  left  leg  was  affected  in  the  usual  way.  i.e.,  it  liegan  untb 
pain  in  the  calf,  thrombosis,  and  titen  great  swelling — in  foot, 
it  was  a  typical  severe  case.  Next  the  right  leg  was  seized 
with  serere  pain,  Bnil  in  the  bnttook  and  then  in  the  calf,  and 
the  veins  became  even  more  tliruuilM>Hod  thau  in  the  left  leg : 
hut  there  was  this  dilferenoe,  to  whioh  1  wish  specially  to  draw 
attention,  that  this  right  lea  did  golf  svy^H  in  iha  tstint — in  fact^ 
it  became  wasted.  This  fact  goes  to  prove,  what  has  often 
been  lield.  that  thrombosis  of  (he  veins  alone  does  not  cause 
phlegmasia,  but  that  rhp  lvm|)h)iMna  muat  ^\tu\  \^  {T\ya]ypA. 
The  condition  of  the  i>elvis,  I  thmk,  explains  why  the  left  leg 
was  an'ectod.  The  left  side  of  the  cerviTi  was  lacerated  by  the 
<jociput  AS  it  came  down  after  turning,  and  through  that 
laceration  the  septic  absorption  look  place,  and  bhxiked  the 
lymphatics  and  glands  of  that  side.  There  was  xw  hioeratiun 
of  the  right  side,  so  the  lyniphatios  there  escape*!.  It  has  long 
been  recognised  that  the  left  leg  is  the  nne  usually  affected,  on 
account  of  the  left  side  of  the  cervix  being  more  frequently 
injured  than  the  right.  This  fact  goes  to  prove  that  it  ie 
essentially  n  disease  of  the  lymphatics. 

Mammary  Complications.  —During  pregoancy  there  is 
always  a  considernblc  increase  in  the  size  of  the  breasts. 
From  an  early  dat«  milk  cim  Ihi  expressed  frotn  tlie  nipples. 
Many  patients  suffer  a  good  deal  of  uneasiness  in  the  breasts, 
which  may  even  amount  to  pretty  severe  pain.  The  patient 
may  suffer  from  an  actual  mastitis  which  m*^  ijpo\\No*\\\i>5«a*«- 
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tion.  The  cause  of  the  mastitis  will  probably  have  be^H 
injury,  such  as  a  blow  upon  ihe  lii-eust.  I  have  Been  a  numS 
of  oases  of  this.  In  one,  a  primipara,  about  eiKht  niont}»  pre@* 
nant,  thn  Lempemlure  wau  105  F.  when  I  upeatxl  the  alwoeu. 
The  ahscesa  healeil  in  a  vei-y  short  time,  and  lUie  went  to 
time.      The    HihW   teniperature  had   no    bad  offect    upon 

fOBtUB, 

During  pregnancy  the  breasts,  eH])OoiAUy  of  prirulparis.  Khc 
be  attended  lo.     The  iiipplefl.  if  tliey  are  small  and  depre 
should  he  drawn  out,  and  in  all  cases  they  should  bo  im% 
occasionally  witli  e*jual  parts  of  nan  de  CoIoKne  aiul  water.  ^ 
any  spirit  lotion,  but  if  they  lend  to  become  too  hard,  lanoL 
should  be  applied.     If  a  niaatitis  ooours  it  should  be  ti-eated  by 
sedative  lotions  for   the  pain,  and  if  it  doea  not   msolve, 
bor&cic  potdltcBH  and  free  iitci»iou,  aiul  drainage  as  soou  as 
oan  be  detoated. 

Within  forty-eight  hours  after  delivttry  the  breasta  uttua 
begin  to  ongorge  with  milk,  and  for  a  day  or  two  after 
they  may  l>e  very  swollen  and  tender.  Hard,  tender  lu 
may  be  felt  in  differeal  parts  from  accumulation  of  milk  in 
separate  lobules.  The  temperature  will  usually  be  raised  a 
degree  or  two.  If  the  breasts  are  nut  cart?fully  attended  to, 
actual  inflammation  is  very  likely  to  ensue,  eapeoially  U  then 
be  any  excoriation  or  chapping  of  the  nipples.  If  there  is  i 
abrasion  of  the  nipple,  it  is  easy  to  understand  how  sap 
organisms  may  gain  entrance  from  the  child's  mouth,  or  : 
the  patient's  fingers  or  dress.  In  most  cases  of  mastitis,  goi 
on  to  suppuration,  an  abrasion  or  fissure  of  the  nipple  will 
found,  but  micro-organisms  may  find  their  way  into  the  duo 
without  there  being  any  su|)erficial  lesion.  When  suppurati4 
18  occurring  the  temperature  will  rise  oonsidei-ably,  and 
may  be  rigors. 

fissures  and  exconations  of  the  nipples  eauee  intense  suffer- 
ing dm-ing  suckling.     The  nipples  should   be  very  oarefolly 
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washed  with  boraoio  solution,  before  »nd  after  suckUnK.  Ad 
appUcHtion  of  glycerme  of  tannic  acid  and  sulphurous  acid,  or 
of  tr.  honzoini  co.  is  useful.  Where  there  are  tidHures,  feouofa- 
ing  Ihem  with  a  ulender  pencil  of  silver  niti-ate  will  aaaiat 
matt«rH.  The  diflicuUy  in  getting  abrasions  and  fisHure^  to 
heal  itt,  that  suckling  tends  to  keep  them  D{)en.  To  prevent 
this  as  much  as  possible,  the  patient  should  use  a  nipple  shield, 
but  warn  her  to  be  very  careful  to  keep  it  clean.        j^  li  ' 

Wlivn  the  hreasta  are  engorged  and  lumpy  they  should  be 
maasaji^ud,  rubbing  towards  the  nipple,  using,  warm  olive  oil  on  \ 
the  hand.     An  e^thouster  may  also  Iw  used,  and  the  patient 
should  be  given  a  brisk  saline  putve.  -^   Aw  »'  i  6.xJ>)'*.-*^'*''»f  ft 

If  a  largo  area  becomes  hardened  and  iutlained,  bell^^nntt/- '  •  ^ ' 
should  he  applied  and  hot  fomentations.  The  patient  should 
be  actively  pureed,  and  should  take  as  little  fluid  as  possible. 
If  resolution  does  not  take  place  quickly,  suppuration  will  fKXiur. 
Boi-aeio  poultice)*  should  be  applied  until  softening,  and  then 
the  abscess  should  Im>  freely  o|>eaed  and  drained.  A  free  in- 
oision  is  absolutely  necessary,  and  it  should  radiate  fpjm  the 
nipple,  sn  as  not  to  out  across  the  gland  tubules. 

.\niong  the  poorer  classes  [joultioing  is  often  resorted  to  until 
the  al>sce8S  bui-sts.  The  whole  breast  may  in  this  way  be 
destroyed.  Poultioing  should  only  he  allowed  until  softening 
has  Incurred,  when  an  iuoision  should  l>e  mode.  I  have  known 
a  woman  use  cow-dung  jKiuUices,  until  her  whole  breast  was 
riddled  with  sinuses. 

If  the  abscess  is  small,  the  other  breast  can  bo  given  to  the 
child,  and  after  healing  has  ocouiTed.  l>oth  breasts;  but  if  the 
fthAces»4  is  large,  the  child  should  lx<  weaned,  and  the  other 
brefwt  sUoidd  Ije  firmly  ixmnd  up  after  applying  belladonna  to  it. 

If  there  has  been  much  destruction  of  breast  tissue,  the  patient 
may  not  be  able  to  nurse  subsequent  children  with  that  breast. 

Galactocele. — Occasionally,  from  obsiruotion  of  a  lacteal 
duct,  a  retention  cyst  forms  in  the  breani.     U  %\vj\y\\Vfc\TViwwA.. 
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Supernumerary  nipples,  with  or  without  mammary  tissne, 
are  occasionally  seen.  They  may  be  near  the  breAstfi  or  in 
different  parts  of  the  body,  as  in  the  groin. 

Oocasionally  there  is  a  third  breast,  and  I  have  several  tii^H 
seen  lobules  iu  the  axiUu,  quite  free  from  the  umiti  maas,  but  oon- 
neot«()  with  H  by  Inuteal  ducts.      In  one  case  there  was  a  swelling 
ia  the  npper  aud  inner  part  of  the  arm  at  the  axilla,  which  wa^H 
painful  that  I  incised  it.     It  wati;  inflam&d,  and  there  was  fluctn- ' 
ation  in  the  ma»s.     As  the  patieut  had  several  abrasione  on  her 
fingers,  I  thought  It  was  an  inflamed  and  suppurating  gland, 
but  it  turned  out  to  be  a  galaotocele.  ^| 

Hypertrophy  of  the  breasts  is  not  very  common  in  ^P 
country,  hut  I  have  oocasioually  seen  cases  of  it.  Among  somft: 
Ravage  mcefi  it  is  quite  common.  The  breasts  are  oftenj 
{}endulouH  that  the  child  can  suck  while  being  carried  on 
inolher'a  book,  a  rather  convenient  arrangement  when  thfl 
\h  on  the  march. 

As  a  nilp  there  is  anienorrhcea  dnnng  lactation,   hut  a 
number  nf  patients  menstruate.     In  some  cases  the  milk^ 
affected  during  menstruation,  and  it  may  disagree   with   the 
child.     If  the  child  is  much  upset,  it  should  be  weaned. 

The  idea  is  pretty  general  that  a  nursing  woman  is  not  Ital 
to  become  pregnant,  and  among  a  certain  class  this  is  so  firn 
believed  in,  that  the  women  nurse  their  children  well  on  into  I 
second  year  and  even  longer.     This  should  be  strictly  forbiddeoT 
as  it  is  bFul   for  both  mother  and  child.     From  nine    to 
months  is  long  enough  for  a  child  to  be  at  the  breast,  unle 
is  delicate,  when  it  may  be.  allowed  a  month  or  two  lonj 
Ooc&sionally  the  child  does  not  thrive  on  its  mother's 
The  milk  may  be  insufficient  in  quantity,  or  it  may  be  deficit 
in  some  of  its  ingredients,  especially  in  fat.     The  mother  shoalil 
he  liberally  dieted,  and  if  this  fails  to  bnng  the  milk  up  to 
standard  amount  and  quality,  the  child  must  be  partially  fed 
artificial  food.     If  it  does  not  thrive  on  the  mixed  food  it 
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be  weaned.  Malt  liquors  will  usually  increase  the  milk  flow, 
but  one  must  he  careful  in  fecominending  iheni.  Dni^R  are  nf 
very  little  use  to  increase  the  flow.  Druj^s  which  may  be  ad- 
ministered for  other  purposes  will  be  excreted  in  the  milk,  and 
may  affect  the  infant.  I  bavB  (Xica^ionally  seen  infants  refuse 
the  hreawt  when  the  mother  was  taking  large  doses  of  quinine. 
Purt^atives  taken  by  th«  mother  will  generally  act  upon  the 
infant.  In  HVphilitic  cases,  if  the  mother  i4  taking  mercury, 
thft  infant  will  i^et  the  benefit  of  it. 

Complications  of  the  Nervous  System. — Nervous  com- 
ptio<iitions  which  may  arise  during  pregnancy  have  already  been 
dealt  with.  Those  diseases  may  he  continued  on  into  the 
puerpcrium,  but  In  some  ousos  they  muoifost  themselveii  for 
tlie  Hrst  time  during  that  period. 

Paralysis. — If  a  woman  has  had  ptira-  or  hemiplegia  prior 
to  deliver)*,  the  condition  will  contmue  during  the  puerpermm. 
If  the  condition  has  lieen  really  due  to  the  pregnancy  there  is 
a  good  cliance  of  her  complete  recovery.  If  it  is  an  old-stand- 
ing condition,  there  is  little  probability  of  improvement.  Where 
the  lesion  hau  occurred  during  lalxiur  or  the  puerjterium.  if  it 
has  not  been  a  serious  one,  recovery  will  proliably  occur. 

AVe  sotitetimes  tind  a  partial  paralysis  of  one  leg  for  some 
days  after  a  ditticult  delivery.  This  has  tjecn  caused  by  pt'es- 
am:e  upon  the  pelvic  nerves  during  the  passage  of  the  child's 
head.  The  sensory  portion  of  the  nerves  may  be  more  affected 
than  the  motor,  and  the  woman  then  sulTers  great  |Miin  without 
much  impairment  of  movement. 

Treatvieni. — -Perfect  rest,  absorbent  medicines,  such  as 
iodides,  and  careful  nursing  to  prevent  formation  of  l>ed- 
sores. 

Eclampsia  and  Chorea  may  arise  during  the  puerperium, 
but  they  are  more  frequently  oontinued  from  pregnancy  or 
labour.  They  have  already  been  dealt  with  in  Pregnancy  snd 
Labour,  and  nothing  more  need  be  add«d. 
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Insanity. — There  is  the  so-called  transitory  mnnia  of  labour, 
which  ift  ?4o  often  given  as  an  excuse  when  a  mother  takes  lht> 
life  of  her  clvild  iinLue<liatoly  after  it  is  born.  There  ia  no  doubt 
that  some  women  are  beside  themselves  from  their  suffer^H 
during  labour,  Inic  transitory  mania  is  an  exceedingly  rare  pot^ 
dition.  It  is  curious  that  it  usually  attacks  unmarried  women 
I  firmly  believe  that  the  great  majority  of  women  who  do  hanu 
to  their  children  whon  in  this  condi^on  of  suppoRcd  mania, 
know  per[eotly  well  what  they  are  doing,  and  are  quite  res 
sible  for  their  actions. 

The  insanity  of  pregnancy  has  already  been  dealt  with, 
may  be  continued  from  the  pregnancy  into  the  puerperium,^ 
a  large  uuinbur  of  cases  arise  during;  the  latter  period.  It 
begin  later,  during  lactation.  About  18  per  cent,  arise  during 
pregnancy,  47  per  cent,  during  the  puerperium,  and  35  per  ceM. 
before  the  end  of  lactation.  ^^ 

Melancholia  is  the  usual  type  during  pregnancy  and  lactallH 
while  mania  occurs  more  frequently  during  the  puerperium.  ^^ 

The  same  predisposing  causes  are  at  work  as  in  pregnancy, 
in  many  puerporaJ  oases  it  is  associated  with  more  or  1^ 
sepsis.  In  all  the  casee  I  have  seen  there  have  been  high 
temperatures.  In  some  cases  supehnvolution  of  the  uteroi 
occurs.  The  exhaustion  of  hiemorrhagu  and  of  prolongwd 
tation  are  both  frequent  prodisixising  causes. 

.S_vfH/;^tm.'(.— Sleeplessness,  restlessness,  and  great  dislike 
she  child  aud  near  relatives,  or  the  immediate  attendants,  ut^j 
first  indications.  In  mania  thei-e  will  be  great  excitement 
noisy  delirium,  while  in  melancholia  the  {Mitient  will  become 
profoundly  depressed,  and  may  refuse  to  speak  or  take  anv 
nourishment.  She  may  become  very  fevered  and  her  pui^e 
rate  very  fast.  Suicidal  tendencies  ai*e  apt  to  exist.  In  ^H 
last  case  I  saw,  the  patient  was  apparently  quite  well  in  flP 
morning,  but  in  less  than  ten  hours  she  had  sunk  into  a  cwi- 
ditiou  of  profound   melancholia  and  refused  to  speak. 
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temperature  hnd  suddenly  risen  to  104°  F.  and  the  pulse  to 
130.  Next  morning  nhe  attempted  to  cut  her  throat  with  a 
tablekiiife  when  her  uttendunt  had  left  her  for  a  few  minutes. 
Fortunately  the  knife  was  very  dull,  so  she  did  little  damage^  ] 
but  if  she  hud  «ot  hold  of  a  razor  or  a  sharp  knife  the  result 
would  pi-obably  liave  tieeu  fatal.  She  was  at  once  removed  to 
an  asylum,  where  she  recovered, 

ProijnoHi. — This  is  f^euerally  favourable,  especially  in  cases 
which  occur  early  in  the  puerjx^rium.  It  is  not  bo  favourable 
in  oases  uf  profound  melancliulia  commencing  late  in  lactation. 
There  is  considerable  risk  of  recurrence  in  subsequetit  pref;* 
nancies. 

Trenitncnl. — The  patient  must  be  constantly  watched,  and  as 
she  has  prol^ably  taken  a  dislike  to  her  friends,  her  attendanlfl 
had  Itotter  l>e  Atran^ers.  Tlie  child  iiiUitt  Ite  kept  away  from 
htjr,  so  it  must  be  weaned.  Food  must  tie  given  frequently, 
by  force  if  necessary.  For  sleeplessness  hypnotics,  such  as 
aidphonal,  trional.  chloral,  or  bromides,  will  be  necessary.  Where 
there  is  antnnia  and  much  proHtration,  iron  and  arsenic  should 
be  administered,  and  stimulants  when  the  condition  of  the 
pulse  indiciites.  If  there  is  a  septic  condition  present,  it  must 
bo  treate<l.  In  two  cases  I  have  seen  remarkably  good  results 
from  the  use  of  antistreptococcic  serum.  Not  only  did  the 
temperature  fall,  but  the  patients'  mental  condition  improved 
at  once.  They  both  recovered.  If  proper  attendants  can  be 
gob,  a  patient  can  l>e  quite  well  treated  at  home,  but  in  many 
cases,  more  especially  if  there  is  any  suicidal  or  homicidal  ten- 
dency, it  is  much  better  to  send  her  to  an  asylum. 


CHAPTER  XXXVril. 

OBSTETRIC  OPERATIONS. 

PreitaratioD  of  Ute  Paliuiit  for  Dolivor>'  ttiruu^ti  the  Ntttnml    Vtuiti 
Anii>ittlieBi&— ^Spiiial  AiDL-Mlhesui — ti|>iiial  Auu^tlieiiia  in  Obbtctrio 
Veruiou  or  TurniDg — Coplinlic   Vursion— PodElic  Version— MetiH 
ol  doiDg   Podalio  VeixioD  — KxLontal   Mftliocl—Bipolur   Metltod- 
lemttl  SItfthod— t'ombined  Internal  and  External  MeUiod— Riskci 
Version  to  th*  Motlior — To  the  Child— The  ForL-ejis — CoDditiont] 
which    the   AppUcatioo  of    Foreep»    ie    Noressan' — Pre|>iiT»tion 
Position  of  the  P&iiont — Application  of  the  Blades ~Traociou—1 
Amouiii  of  Force  to  be  Used. 

pHIElPAnATION    DF    THG    PATIKKT    FOR    DklIVEKY    THKODOH 

Natural  Passages. 

In  tilt  cases  the  bowels  ubouUI   be  Ihoroagbly  cleared  and  tbe 
bliidder  cmptiod.     The  extei*nal  genitaU  of  the  patient  shnu 
be  tileiitiHed,  by  washing  very  thoroughly   with  lysol  solutiq 
Shaving  of  the  parts  >n  the  niot^  seriouR  operations  is  adrisati 
in  lioHpitiil  patit5Uts,   but  iti  private  work  uiideHinible  ;   if 
hair  ss  lonj^,  however,  it  should   be  clipped  short.     In  for 
cases  douching  of  the  vagina  before  applying  the  iustruinen 
is  not  necessary,  unless  the  vagina  is  in  an  unhealthy  oonditifl 
but  in   versions,    inductions,   ami    ilestructive  operations 
vagina  should  be  very  thoroughly  douched  out.     Lyeo]  solnti^ 
is  the  best  to  use,  and,  while  douching,  the  wliole  orthe  vtk^t 
wall  should  be  well  scrubbed  with  a  pledget  of  sterilieed  wo 
Some  use  aseptic  soap  for  thi»,  but  the  lysol  does  quite  as 
as  any  uoap.     While  every  effort  is  made  to  make  the  ext 
genitals  and  vaginal  uaual  as  aseptic  as  possible,  the  opermtor 
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must  see  tlmt  his  hands,  arms,  and  instruineuts  are  also  in  that 
condition.  If  due  carei  Ir  exercised,  he  need  have  no  fear  of 
causing  sepsis,  but,  if  he  is  not  careful,  he  need  not  be  sur- 
prised if  many  of  his  patients  exhibit  high  temperatures,  and 
some  of  thoni  die  of  acptiacDuiia.  An  obstetric  operalirm  should 
be  undertaken  with  just  as  much  care  as  a  gyniecolo^cal  or 
surgical  one,  and  until  thin  is  realised  puer|)era)  septicemia  will 
yearly  claim  its  toll  of  victims.  There  are  certain  cases  in 
which  no  amount  of  care  will  prevent  septicaimia  arising,  but 
these  are  rarely  met  with,  and  it  is  seldom  one  can  look  l>ack 
upon  a  fatal  case  of  septicaemia,  without  a  lurking  suspicion  that 
the  woman's  life  would  not  have  been  lost  had  greater  care  been 
exercised. 

Anxstbesia. — As  a  rule,  an  anecsthetic  should  be  adminis- 
tered, thoujih  niany  of  the  ofierationBcan  be  {}6rformed  without  it. 
As  it  savcM  hulTering  and  causes  no  additional  risk,  it  is  ailisiinci 
gain.  In  cases  where  relaxation  of  the  uterus  is  required,  it 
should  bp  pushed  to  its  fullest  extent.  Chloroforni  is  almost 
univei'sally  used  in  Scotland,  and  it  is  the  handiest  as  it  can  be 
given  so  ea«iily.  Even  in  bod  cardiac  cases  it  is  not  contra- 
indicated.  It  increases  the  tendency  to  post-partun)  htemor- 
rhage,  bnt  not  so  much  as  ether  does.  This  danger  can  be 
easily  guarded  against  by  graspmg  the  uterus  und  niassfkgiog 
it  after  the  child  is  born,  su  as  to  induce  firm  oontraotion  and 
retraction. 

Spinal  Anaesthesia. — For  about  three  years  a  method  of  in- 
ducing aniBsthesta  by  the  injection  of  a  solution  of  cocaine  into 
the  suluiracbnoid  space  in  the  lumlwr  region  has  Iwen  in  use. 
especially  i>u  the  Contiiienl  and  in  \merica.  It  lias  now  imen 
pretty  extensively  used  in  general  surgery,  and  to  a  leas  extent 
in  obstetrics. 

Method  of  IndnrAwj  Spinal  Atumtlifsm. — Tuffier,  of  Paris^ 
after  a  large  number  of  experiments,  has  elaborated  a  method 
which  is  ustially  followed.     He  useft  %  ueo^Via  io.Viun.  Vwv.Va;^, 
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made  of  platinum,  ^^ith  a  shorl  iridium  point.     The  skin 
lower  dorsal  and  lumhar  re^on  is  rendered  aseptic  in  the  ^ 
way.     The  patient  is  placed  iu  a  sittiuj?  posture  with  the  back 
well  arched  forwards,  so   as    to  separate   the  laminie  of 
vertebra;  as  much  as  possible.     The  spine  of  the  fourth  him| 
vertebra  is  now  locateil.      In  stout  patients  it  is  tlilliculi  to  I 
the  8pine,  but  a  line  joining  the  highest  points  of  the  iliac  i 
will  cross  tha  level  of  the  fourth  spine,  and  may  he  adopted  ^ 
a  guide.     The  needle  i»  inserted  1  centimetre  below  and  out- 
side the  spinous  process,  and  directed  vertically  downwards  and 
slightly  inwards,  uutil  it  enters  the  interval  l>etweeu  the  laminii! 
of  the  fourth  and  fifth  lumbar  vertebrffi.  and  peneti-atea  the  i 
arachnoid  space.      When  it  has  penetrated  into  this  space,  < 
oerebro- spinal    fluid    will    escape   through    the    needle, 
cubic  centimetre  of  a  2  per  cent,  ateriiiaed  solution  of  hrd 
chlorate  of  cocaine  (J  Kr.)  is  now  very  slowly  injected, 
needle  withdrawn,  and  the  puncture  sealed  with  collodion, 
strictest  aseptic  precautions  tiiiiHt  he  use<i.      The  needle 
syringe  should  be  bailed  immediately  before  being  used» 
fiolntion  mnst  also  be  sterilised  and  freshly  made.     It 
boiled,  or  capsules  of  specially  prejmred  cocaine  may  be  used. 

The  injection  causes  very  Httle  pain  to  tho  patient,  but  diffi- 
culty is  sometimes  experienced  in  entering  the  subarochnoui, 
space.  The  needle  may  strike  the  bony  lamina,  and  in  *^| 
cases  of  deformity  the  vertebrw  may  be  so  imchylosed  a^i 
make  it  impossible  to  enter.  The  escape  of  cerebro- spinal  fluid 
will  indicate  when  the  space  has  been  entered.  Sometiniaft  OA 
fluid  will  e^caiK'.  although  tbe  needle  has  penetrated  the  s^uum. 
from  its  point  lieing  entangled  iu  the  membranes.  It  should 
Ije  withdrawn  a  bit  and  moved  ahoat.  If  a  vein  is  putictnred 
blood  will  come.  WMien  there  is  any  dillieuUy  iu  entering  th» 
space,  the  ueedle  should  be  withdrawn,  and  a  fresh  punc 
made. 

The  analgesia   oommences   almost  immediately,    and 
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iisuHlly  he  oomplete  ia  from  live  to  ten  minutes^  but  it  may  be 
deUyetl  slightly  lonjjer  tlian  this.  It  ifl  usually  complete  from 
the  diaphragm  dovvnwEirds,  but  in  tu>me  caiies  it  extends  even 
as  high  ae  the  upper  extreinifcles.  The  duration  is  also  somB- 
what  \-aritthle.  hut  it  usually  Uists  about  an  hour ;  it  may 
only  last  for  thirty  miuutes,  or  \>a  prolonged  for  thiee  aud  a  kalf 
hours. 

Within  a  few  minuteu  of  the  injection  the  patient  experiences 
a  feeling  of  malaise,  with  «onie  respiratory  anxiety.  Many 
patients  have  sensationH  of  haat  aud  complain  of  thirst.  Within 
ten  or  fifteen  minutes  of  the  injection,  nausea  and  vomiting 
often  occur.  The  pulse  is  slightly  quickened  and  the  tension 
lowered.  If  too  large  a  dose  has  l>ecn  given,  respiration  will  be 
aSected,  and  danger  may  arise  from  this  cause. 

After  the  analgesia  the  patient  uniially  feels  very  oomforlable. 
Slight  sicknesH  may  continue,  hut  it  is  often  entirely  absent. 
Severe  headache  is,  however,  a  very  cooBtant  symptom.  It 
uuually  comes  on  six  or  eight  hours  afterwards,  and  may  be 
very  overpowering.  It  may  last  for  several  days.  In  some 
cases  it  comes  on  three  or  four  days  after  the  operation.  In 
about  half  the  cases  there  is  a  rise  of  temperature  and  some* 
times  A  rigor  within  a  few  hours  nf  the  injection.  The  rise  is 
usually  slight,  hut  it  may  reach  10'.i''  h\  ft  suh8i<les  rupidly 
and  seems  to  have  ao  signiOcance. 

For  ordinary  surgical  operations  on  the  lower  |)art  of  the 
Uxly,  or  lower  extremities,  this  method  of  producing  antestheaitt 
seems  very  suitable.  There  seems  to  be  very  little  risk  from  it 
if  the  strictest  aseptic  precautions  are  taken,  hut  there  have 
been  a  few  deaths.  For  prolonged  intraperitoneal  operations 
it  is  not  very  suitable.  The  iwtient  is  perfectly  conscious,  but 
experiences  no  pain.  Pressure  sensations  are  felt,  and  a 
hysterical  patient  may  flinch  and  cause  trouble,  i»o  it  is  not 
suitable  in  such  cases. 

Spinal  Anaesthesia  in  ObsUtrics. — 'VW  ^Sl-wX  »:»\  \xvaic«i«. 
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injeotioDB  of  couaine  duriug  tnhour  is  to  render  the  labour  pun* 
less,  provided  it  in  not  prolonged.  Oomplete  analgesia  mfty  be 
relied  upon  for  from  one  and  a  half  to  two  hours,  or  ewn 
longer  io  some  cases.  The  injection  may  be  repeated,  and 
Marx  has  ia  thiE  way  been  able  lo  maintain  complete  aiuei* 
thesia  for  eight  hours,  but  repeated  injections  are  somevrhfti 
risky,  from  the  toxic  elFeots  of  the  cocaine.  Marx  advises  giviiig 
the  injections  when  the  oh  is  three-quarters  dilated  in  ni^|| 
pane,  and  when  fully  dilated  in  primipar®.  ^B 

Besides  the  analgesic  action  the  cocaine  has  an  oxytooc 
action.  Doleris  has  drawn  special  attention  to  this.  He  mun- 
laina  that  the  uterine  contractions  are  increaaed  in  force  and 
frequency,  ddatation  of  the  cerrix  hastened,  and  the  second 
stage  of  labour  shortened.  lie  also  believes  that  uteriiM 
retraction  after  delivery  is  more  complete,  and  the  risk  of  post- 
partum hti^morrhage  thus  lessened.  In  cases  of  utermt;  ine 
he  has  uhserved  the  oontractious  to  return  after  tlie  injeoOfl 
J  gr.  of  cocaine. 

He  says :  "  I  imi  in  a.  position  to  state  positively  from  til 
facts  that  whenever  uterine  contraction  becomes  sluggiab  and 
short,  and  oocur^  at  long  intervals,  an  injection  of  one  oesd- 
gramme  of  cocaine  is  suffinient  to  prodnoe  remarkable  stimo* 
lation  of  the  uterus.  This  stimulating  action  manifests  ii 
not  only  when  contractions  are  weak  and  far  apart,  bat 
when  during  lalraur  they  have  stopped  altogether,  aa  ib  \ 
well-known  phenomenon  called  uterine  inertia." 

In  two  oases  in  which  he  used  the  injection  to  induce  li 
the  resulTH  were  so  remarkable  that   I   shall  quote   tt 
fuU. 

"  The  first  patient  was  a  woman  with  a  seven  months'  fa 
dead  and  macerated,  who  had  l^een  sent  to  our  wards  fronTiT 
house  of  refuge,  with  the  exact  diagnosis,  but  whom  we  kept 
under  observation  for  three  weeks  as  a  meaatire  of  prudeuoe. 
Labour  began  suddenly,  by  the  very  euergetio  oontractious  of  ■ 
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Uterus  thAt  had  lieen  flabby  and  inert  for  about  a  month,  fifteen 
cninutes  aft^r  thR  injection.  During  an  hour  and  three-qnarters 
the  contractions  followed  one  after  another  regularly  'Aud  in 
close  Ruccesaion,  without  causing  pain.  The  cervix,  long  and 
closed,  became  ofl^ced,  and  dilated  nipidly  to  t.he  dimensions  of 
a  five-franc  piece.  I'Vom  the  moment  when  the  analgesia  dis- 
appoarod,  the  contractions  hooame  less  frequent  and  assnmod  the 
character  that  is  customai-y  in  normal  labour,  which  shows  once 
more  the  oxytocic  effect  of  cocaine  following  a  corresponding 
course  to  its  analgesic  action,  labour  thus  begun  'Aent  regu- 
larly on,  and  spontaneous  delivery  took  place  in  six  hours  and 
twenty  minutes.  The  relatively  short  time  m  which  this  was 
accomplished  will  be  appi'eciated  when  we  remember  how  slow 
and  diflicuU  the  dilatation  is  in  these  cases  of  macerated  foetus, 
where  thorp  is  no  aooommodation  to  the  iielvis  and  no  water 
tension,  both  being  mcapable  of  bringing  any  regular  and  ener- 
getic pressure  to  bear  so  as  to  hasten  the  disappearance  and 
dilatation  of  the  cervix. 

"  In  the  necond  case  labour  Ixigan  more  quickly.  The  patient 
was  a  consumptive  in  the  la&t  stages,  short  of  breath,  cachectic, 
very  weak  and  likely  to  die  before  her  confinement.  She  had 
had  a  niiinberof  children,  and  the  present  pregnancy  was  eight 
months  and  one  week  gone,  with  a  living  child.  Nine  minutes 
after  the  injection  the  uterine  muscle  contracted  energetically 
for  a  niinute  and  a  half,  and  from  that  time  on  contractions 
look  place  regularly  every  three  minutes  up  to  delivery,  which 
occurred  in  four  hours  and  thirty-five  minutes." 

Ooleris  comeA  to  the  following  conclusions  :  "  (i)  The  lumbar 
injection  of  cocaine  is  contra- indicated  with  pregnaat  women  ; 
if  the  method  were  used  for  the  oxeoution  of  any  operation 
during  pregnancy,  miscaiTiage  might  ensue.  {'2)  A  new  methixl 
of  bringing  on  labour  has  been  found  in  the  use  of  these  injec- 
tions, whicli  have  a  obtain  ulTect  on  the  uterine  motor  oerves. 
13)  This  process  may  render  great  ftervxwa  w  laartw  oV  ^a^«2cwv«l 
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inertia  during  labonr,  partioularly  with  a  moderately  coaxnad 
pelvis,  as  I  have  found  in  two  inslancos.      (4)    In  ecUm}'-;' 
where  rapid  eviiouation  of  the  utenia  ia  iadioated,  the  hiiniv. 
injection  ought  to  ))e  etlicacious,  and  may  have  a  hap]>y  eSeAj 
on  the  nervous  reflex  syniptoma  "  {Inttntatitmal  Clin'ut,  TaLiJ..| 
eleventh  series). 

Por  the  performance  of  foroeps  openitions  this  method  of 
anaeHtheBJa  is  suitable,  hul  in  ohstruoted  labours,  especinUv 
where  version  is  required,  it  is  decidedly  contra-iudicated.  »s  von 
wish  to  have  the  uterus  as  relaxed  as  possible.  Dolen«  bai 
performed  Csflarinn  section  under  it,  and  he  fouud  tbifct  the 
uteru»  retrocLed  reiuurkabty  well  and  there  was  very  little  bleed- 
ing. Sinclair,  of  ManohcRter,  has  also  performed  Cssariui 
section  under  it.  As  I  have  never  used  it,  I  cannot  speak  tron 
personal  expeiience,  hut  I  doubt  very  mucli  if  it  will  everoMDf 
into  general  use. 

If  the  oxytocic  action  is  t»o  u;reat  as  Doli^ris  maintaios,  it  will 
certainly  ho  useful  in  cusoh  where  one  wishes  to  stimulBtf 
uteiiae  contractions  where  there  is  no  obstracttoD  to  dcliven  ; 
but  Lea,  in  his  paper  in  the  first  number  of  the  Joum^i  it 
Obstetrics  and  Gynacohijy  of  the  British  Empire,  points  aot 
that  Kreis  used  forceps  in  three  out  of  six  oases,  and  Man  ta 
sixteen  out  of  forty  cases,  which  hardly  bears  out  Doleri^ 
contention. 


Version  ob  Tuuninq. 

The  object  of  this  operation  is  to  change  one  presentation  iiiU»  1 
another.     It  may  be  the  head  which  is  suluitituted  for  aomt\ 
other  part,  hut  more  usually  it  is  the  hreecli.      Transverse  i 
sentations  are  the  t)'pical  ones  for  version. 

1.  Cephalic  Version. — In  this  the  head  is  ^ubsticnted  for-] 
some  other  part  of  the  body  in  a  transverse  presentation.  Itisl 
done  by  external  manipulation  whilu  the  membranes  iire  intact, ' 
and  is  only  practicable  when  the  liquor  amnii  is  abundant.    Tbv  j 
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pabimit  should  liu  upou  her  buuk  with  her  koees  well  drawn  up. 
Between  the  pains  the  head  is  pushed  towards  the  pelvis  and 
the  hrecch  in  tlie  opposite  direction.  If  a  ^muu  comes  on,  the 
^AriH  iiru  !>upported  uotU  it  has  parsed  otT.  As  3ix>u  as  the 
head  is  at  the  brim,  the  membranes  ahouJd  be  ruptured,  and  the 
liquor  amnii  allowetl  to  escape,  bo  as  to  tiiL  the  head  in  the  bnm 
and  prevent  it  taking  up  its  old  position.  It  may  be  assisted 
by  passing  the  tiugers  into  the  cervix,  and  tilting  the  head  into 
the  brim,  as  in  bipolar  veralon. 

2.  Podalic  Version. — In  bliiu  the  breech  is  the  part  sub- 
stituted. It  is  the  method  of  deUvery  most  fre<]ueutly  adopted 
iu  cases  of  autuparluui  hemorrhage,  uo  matter  whether  the 
presentation  is  cephalic  ur  transverse,  it  is  also  used  in  trans- 
verse caseSf  where  cephalic  version  cannot  be  done.  As  already 
meutioned.  it  was  formerly  much  used  in  llat  pelves,  but  the 
use  of  axts-traction  forceps  has  to  a  great  extent  superseded  it. 
In  posterior  parietal  presentations,  however,  it  is  preferable  to 
forceps.  In  face  and  brow  cases,  some  oases  of  prolapse  of  the 
cord,  and  in  cases  where  rapid  dehvery  is  called  for  in  the  in- 
terest  of  the  mother,  as  with  eolampsia,  it  la  done. 


Mbthods  op  Doing  Hodalio  Vbbbiok. 

1.  External  Method. — This  can  only  be  done  before  the 
rapture  of  the  membranes,  and  when  the  liquor  amnii  is  abun- 
dant. It  is  done  by  external  manipulation,  in  exactly  the  same 
way  OS  oephaUo  version,  only  it  is  the  breech  which  is  manipu- 
lated into  the  peivis  instead  of  the  head. 

2.  Bipolar  Method. — This  method  of  version  was  intro- 
duced by  Braxton  Hioka  in  1864.  It  is  dona  by  external 
manipulation,  combined  with  tilting  the  presenting  part  away 
from  the  brim  by  the  fingers  of  one  hand  m  the  vagina.  The 
membranes  should  be  intact  or  only  very  recently  ruptured. 
If  the  uterus  is  retracted  it  is  quite  iai^t«n\'L(».\)\!&.    W  mi»."^  ^««i 


L 


5»« 


CUNTCAL  OBSTETRICS. 


used  in  doing  cephalic  veraion.  but  is  more  generally  employe 
in  prtrialic.     In  v&ses  of  plitoeutu  preeviii  it  is  most  useful. 
il  can  be  Jone  a»  boou  as  the  oft  will  admit  two  tingere. 

The  pfitiont  should  be  placed  upou  hor  Inok  and  lie  deeplj 
anssthetiaed  to  relax  the  parts,  and  allow  the  whole  hand  to  I 
pushed  mto  the  vagina.     The  external  hand  is  placed  over  th4 
breech  eo  as  to  depress  it,  while  the  presenting   part  is  tilte 
away  from  the  brim,  by  the  fingers  inRf-rted  through  the 
The  child  should  be  rnwle  to  rotate  so  as  uot  to  undo  its  flexe 
attitude.      When  the  head  la  out  of  the  brim  the  external  hand 
can  l)e  tmed,  to  elevat*  it  towards  the  huidus      As  soon  aa 
knee  or  foot  comes  within  reaohof  the  tnlernal  lingers  it  shouli 
be  caught  and  bronglil  utto  the  hrim,  the  uieinhraneB  beit 
ruptured  at  the  same  time.      U  the  os  is  fully  dilalwd,  deliver 
tnay  be  Hnished  at  onoe.  but  if  the  os  is  only  partially  dilated.  J 
must  )x>  left  ta  nature  to  ilIIow  of  dilatation, 

3.  Internal  Method. — This  is  done  by  passing  one 
Into  the  uterus,  seizing  and  bringing  Aoym  one  or  Ixith  fe 
The  uervix  umst  be  sutlicieutly  dilated  to  allow  the  ha 
to  pass.  It  should  be  done  as  soon  as  possible  after  %h 
membranes  have  mpturwt.  If  there  is  only  slight  retraotio 
of  the  uterus  it  may  bo  done,  by  an  expert  operator,  by  deet 
aniostholising  the  patient,  but  one  who  has  not  hod  mUd 
experience  of  the  operation  should  not  attempt  it.  If 
uterus  is  firmly  retracted  it  should  never  be  attempted, 
patient  may  lie  on  her  side  or  Ijock,  pi-oferably  on  her  left  m 
The  right  hand  may  be  used  in  all  cases,  hat  in  some  the  Iq 
one  does  Ijetter.  It  depends  on  which  way  the  child  is  lyii 
Use  the  band  which  will  inost  easily  reach  the  front  of 
child.  Thus,  if  its  liack  iu  towards  the  mother's  right  side.  i 
your  right  hand,  and  if  the  back  is  towards  her  left,  the  la 
hand,  but  if  you  are  uot  accustomed  to  working  with  your  !■ 
hand,  always  ose  the  right.  The  hands  and  arms  should 
thoroughly  sterilised  and  well  washed  in  lysol  solution. 
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the  hand  in  a  oone  shape  to  dilate  the  oervix,  if  it  is  not 
sufficiently  rlitated  ah-endy,  and  pass  the  hand  on  to  the  front 
of  the  child,  rupturing  tho  membranes  if  they  are  uaruptured. 
As  much  of  the  liquor  amnii  as  possible  should  be  retained  in 
the  uterus,  by  dammiag  it  back  with  the  ^vrist.  If  a  contraction 
ooiaes  on,  spread  your  hand  flat  on  the  front  of  the  child  and 
wait  until  the  uterus  relaxes.  If  you  do  not  do  this  the  prossure 
upon  your  closed  hand  will  almost  paralyse  it,  and  may  cause 
rupture  of  the  wall  Catch  one  or  both  feet,  making  sure  it 
is  a  foot  and  not  a  hand.  Herman  advises  bringing  down  a 
hand  tirst  and  attaching  a  bit  of  tape  to  it.  This  I  consider  to 
l)G  a  mistake.  As  soon  as  you  ^t  a  foot,  pull  the  leg  down 
steadily  into  the  vagina,  if  the  uterus  is  quiesoent,  bat,  if  a  con- 
traction comes  on,  wait,  spreading  your  hand  out  as  before. 
The  child's  body  usually  rotates  quite  easily,  uutess  the  uterus 
is  retracted  round  it.  If  version  is  attempted  when  the  uterus 
is  retracted,  as  in  a  transverse  case,  oare  must  be  taken  to 
unhitch  the  shoulder  from  under  Bandl's  ring,  if  it  is  caught, 
but  only  an  expert  should  undertake  such  a  risky  operation, 
and  it  should  only  be  undertaken  if  there  is  a  chance  of  saving 
the  child's  life. 

4.  Combined  Internal  and  External  Method. — The  inter- 
nal hand  is  used  in  exactly  the  same  way,  but  the  external 
hand  is  used  to  tilt  the  head  away  and  raise  it  towards  the 
fundus. 

IVhich  Foot  should  You  Orasp  f — When  the  head  pre- 
sents, it  does  not  matter  much  which  foot  you  seixe,  bat  in 
traosverse  presentations  it  depends  upon  whether  the  child  Ues 
dorso -anterior  or  dorso-posterior.  If  it  is  dorso -anterior  take 
the  nearest  foot,  and  if  it  is  dorso-posterior,  that  farthest  away. 
When  the  child's  back  is  to  the  front,  you  want  It  to  remain  so, 
and  you  therefore  seize  the  nearest  foot,  as  traction  on  it  will 
not  rotate  the  body  round  its  long  axis,  but  when  it  is  to  the 
mother's  back,  you  wish  to  turn  it  to  the  tto^X,  ^tswAore^i  •'jwa*. 
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the  farthest  away  foot,  as  traction  on  that  leg  will  not 
turn  the  child,  but  rotate  its  back  to  the  front. 

Risks  of  Version. 

(a)  To  the  M.other. — Besides  the  risk  of  uitroducing  sep&& 
or^nisma  into  the  uterus,  there  are  risks  of  injury  to  the  utQi^J 
cervix,  vagina  antl  perineum.  The  utonis  may  easily  be  rup- 
tured. I  have  Eiitrcady  Bpokon  of  the  risk  of  attempting  version 
after  failing  to  deliver  with  forceps,  and  1  again  insist,  that  if 
forceps  bold,  and  do  not  l>rinf{  the  head  down,  version  should 
not  be  attempted.  Most  of  the  cases  of  rupture  of  the  uterus 
brought  into  the  Maternity  Hospital  have  betfu  caused  in  thb 
way.  The  cervix  may  be  ruptured  by  drag^int;  the  afterss^H 
inf»  head  fchrnugh  too  rapidly.  If  this  happens  in  a  case  OP 
placenta  pnevia,  death  from  hiemorrhagc  is  almost  flai«  to 
ensue,  if  the  cervix  is  not  at  once  stitched  or  plugged.  Kupture 
of  the  vaj^ina  and  perineum  may  occur,  if  the  bead  is  delivered 
too  hastily  and  extended. 

{b)  Risks  to  the  Child. — The  leg  or  legs  may  be  injurad, 
fractured  or  dislocated.  The  arms  may  he  broken  or  dislooated 
in  relieving  them,  and  the  clavicles  may  suffer  in  the  same  way 
The  neck  mny  be  so  tttretched  as  to  cause  dislocation,  or  Um 
cord  may  he  injured,  without  actual  breaking  of  the  neck. 
contraotod  pelves  the  skull  may  be  fracttired  by  the  pressur 
the  prouiuutory,  and  in  someuaseH  hiutnurrhage  oucurainCoi 
hrain,  without  actiial  fracture  of  the  skull.  The  ohild  rum 
exaotly  the  same  riski*  during  delivery  as  when  the  breaofa 
presents,  and  traction  has  to  be  used. 

The  Forceps. — The  Tamior-Rimpson  axis-trootion  foroepi,, 
of  Milne-Murray,  and  of  Professor  A.  E.  Simpson,  are  the  it 
ments  I  have  found  most  useful.     Their  great  advantages  i 
the  ordiiury  instrument  spooially  appear  in  high  oaaes, 
low  oases  thay  also  possess  advantages,  so  that  they  are  ad 


ir  Um 

I 


OBSTETRIC  OPERATIONS. 


531 


for  all  deliveries.  The  traction  rods  enable  one  to  pull  in  the 
proper  axis,  wbile  the  handles  iodioate  the  direction  of  the 
axis. 

Conditions  m  which  the  Application  of  Forceps  m  Necessary. — 


CfcUivcti  t  ttn   Kti>r 


FlQ.  29. — Miloe-MutTEy's  axis-traction  forcops. 

These  have  already  been  mentioned  in  discussing  laborious  and 
other  labours,  so  we  shall  merely  reoapitulate.  They  are  ; 
Uterine  inertia,  lar^e  size  of  the  head,  mal presentations  and  maU 
poaitioas  of  the  head,  hardness  of  the   head,  rigidity  of   the 
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Flo.  30. — ProfotBor  A.  R.  Simpaoii'ii  axis-imctiou  forceps. 

vagina  and  perineum,  contraction  of  the  pelvis  (conjugata  vera 
not  below  3  in.  as  a  rule,  but  delivery  may  sometimes  be  elTected 
n-ith  li  conjugate  of  tiuC  more  that  JJ  in.  if  the  child's  heail  iA 
suull),  in  some  oases  of  tumoura,  aiod,  vo.  c&'^tt^  ^\:kSA%  t%^^ 
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ddlrery  is  oaUed  for  ia  the  interest  of  the  mother  or  the  cTi 
Tn  hreech  cases  forceps  arc  oacasionally  nppliod  Co  the  hr 
and  aometimeB  to  the  t^fter-coiuing  head. 

PreparaivmA. — The   consent  of  the  friends  of   Ihe    pAtifl 
must  be  obtained,  aad  also  That  of  the  patient,  nnless  she  is  i 
tremely  nervous.     Chloroform  Is  uot  iilwuys  necessary,  but  i| 
best  to  ^ve  it  unless  the  patient  strongly  objects  to  its  use. 
wil]  save  her  suffering  and  make  the  operation  much  eas 
The  patient's  bowels  and  bladder  should    be  empty  and 
external  parts  thoroughly  cleansed.     The  instruments,  wt 
should  be  aseptic,  are  frequently  lubricated  with  an  antiaoE 
oil  or  vaseline,  but  if  they  are  dipped  in  warm  lysol  solat 
they  will  be  slippery  enough,  and  there  will  Ik;  less  rbk^ 
carrying  sepsis  into  the  uterus.     Antiseptic  oils  or  vaselina  *re 
frequently  far  from  being  aseptic. 

Positivn   of  the   Patient. — In   this  country  the  left   Ub 
position  is  the  one  most  frequently  adopted.     The  hips 
be  brought  well  over  the  edj^e  of  the  bed  and  the  legs  sbo 
be  well  drawn  up.     If  the  dorsal  position  is  adopted,  the 
must  be  brought  well  over  the  edge  of  the  bed,  and  the  legs  i 
thighs  well  tiexed  and  supported  by  assistants.     The  bed  shoj 
be  properly  protected  by  a  waterproof  sheet  and  draw  sheet.  | 

Before  applying  the  instruments    the   ob    should    be    fu 
dilated,  the  membranes  ruptured,  and  the  exact  position  of 
head  known.     The  blades  are  made  to  lie  in  the  aides  of 
pelvis,  and  therefore  in  the  high  operation  they  grasp  the  ha 
obliquely   in  a  normal  pelvis,  or  antero-posteriorly  in  u 
pelvis,     Some  authorities  say  that  the  blades  should  always  , 
applied  to  the  sides  of  the  head  even  in  high  operations.     T]| 
is  qnite  impracticable  in  the  majority  of  cases.     One  blade 
lie  over  the  temple  and  eye  of  the  child,  but  beyond  bmis 
the  parts  a  htttc  it  should  not  do  any  damage.     If  the  inst 
ments  are  not  properly  made,  considerable  damage  may  be  done. 

Application  of  the  BUuiei. — The  left  ot  lower  blade  » 
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6r8t  trO  apply.  The  traction  rod  should  lie  along  the  hack  of 
the  shank.  Kither  hand  may  be  used,  but  the  left  is  perhaps 
the  more  convenient  of  the  two.  Grasp  the  handle  lightly  in 
the  left  hand,  pass  the  KnKerti  of  Che  right  into  the  vagina  with 
the  lips  inside  the  03,  the  palm  looking  upwards,  then  slip  the 
point  of  the  blado  along  the  palm  of  the  hand  and  front  of  the 
fin^i-fl  until  it  passee  witluii  the  oer>-)x.  Next  push  it  gently 
upwartU  and  forwards.  depraKsing  the  handle  at  the  same  lime 
utiiil  it  Ues  againbt  the  perineum.     The  blaile  should  lie  exactly 
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Fiu.  SI. — Axi»>LMoUoD  foictip^  applied.    Higti  operatioD.    From  a  pboUi* 
gnph  AuppUed  hy  Dr.  G.  Balfour  Manthall. 

in  the  loft  side  of  the  pelvis.  No  force  should  be  used,  An 
atjsistant  should  now  steady  it  in  position.  The  upper  blade  is 
generally  ninre  difficult  to  ftpply,  but  with  a  little  praotice  it  is 
easily  done.  Ad  assistant  should  hold  the  leg  up.  First  swing 
the  traction  rod  wei]  fonvaiids,  then  grasp  the  handle  tightly  in 
the  right  hand,  pass  the  Qngers  of  the  left  hand  into  the  vagina 
until  the  tips  are  within  the  os,  the  palm  looking  downwards, 
then  enter  the  tip  of  the  blade  in  the  ovva  q\.  sloft  tjra.'^fe^,  '^a--. 
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wich  the  shank  and  handle  parallel  to  the  floxed  thigh,  nov 
pasb  the  blade  along  the  palm  of  the  hand  and  front  of  the 
fingers,  gradually  bringing  the  handlo  l>a<ik  towards  the  peri- 
neum. The  lip  of  the  blade  should  paaa  up  the  book  of  Uw 
pelvis,  and  ihon  (;radually  oome  round  to  the  side, and shp  over' 
the  head.  Ah  it  slips  over  the  head  the  handle  comes  baok 
towards  the  periue.uin.  Locking  the  handtett  is  Homelimes  rather 
difficult,  hut  no  force  should  he  used.  Grasp  each  handle 
separately,  and  geutly  manipulate  them  into  exact  apposition 
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! 


I 


Flu.  Hi. — Fori-'vps  tkli^'cn.    Tlie  head  ib  dimeiidiufi  t)ie  punnvatii.    Pmn j 
ft  photograph  Hiippliod  hv  t>r.  G.  Hntfonr  Marshall.  I 

and  look  them,  being  oaroful  not  to  nip  the  vaginal  muooui 
memhraiK^i  or  the  skin  of  the  external  j»artR  in  the  look.  Then. 
swing  the  traction  rod  of  the  right  bladt?  hack  and  lock  it,  The 
fixation  screw  of  the  handles  should  now  be  applied,  tighi 
enough  to  6x  the  handles  in  the  position  in  which  you  have 
locked  them  with  your  hand.  If  the  appUcation  handler  do 
not  oome  quite  together  you  must  not  use  the  aorew  to  bring 
them  together,  ot  70U  w\\\  cm^  ^>v&V«fc^.    "Ww^ftxation 
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is  only  to  fix  the  handles  in  the  position  in  which  you  oan  close 
thc'in  with  your  hand,  and  ehoultl  never  Iw  used  to  scrow  the 
handles  together.  Now  apply  theoroaabar  to  the  traction  rods. 
Befuro  applying  traction,  examine  carefully  to  make  sure  tliat 
everything  is  rif^hl,  ami  that  none  of  Uie  puhio  hair^  are  caught 
m  the  lock. 

Traction. — (jrasp  the  crossbar  in  one  hand  and  pull  gently, 
90  that  the  traction  nxis  are  parallel  with  the  Hhanks.  As  soon 
as    )h(!  uppliciition  hantlles  he<;in   to  pa»s|  for  wards,  move  the 


Kit,,  iia. — FoK«iw  delivery,     Tlip  head  in  just  po-isiog  tliu  viiIvh,,      I'vijm  ft 
phobti^raph  supplied  b\'  [)r.  O.  BaKour  Marsliall. 

traction  roils  forwards,  ao  as  to  keep  them   parallel   with  the 

shanks.      Ef  the  [latient  ih  under  chloroform,  timke  tractinn  at 

intervals,  always  relaxing;  the  fixation  screw  when  not  puUinf^. 

If   the  patient  is  not  under  ohloroform  you  may  make  yonr 

traction  during  a  pain.     Do  not  he  in  a  hurry,  but  take  plenty 

of  time.     As  the  head  desoendu  it  will  rotate,  and  the  hladen 

Bbould  then  be  taken  off  and  reapplied  to  the  siden  of  the  head.' 

'Id  low  forceps  c&ah  the  head  w  \o  vVifc  v*^'''*'''  "^^^  •*  vA*'^^**^  ""^^ 
ocoamd,  raoppUcation  will  not  be  n«Matax^. 
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When  the  hood  bogins  to  bulgo  the  perineum,  you  mu&i  deliver 
very  slowly.  The  handles  will  now  be  well  forward  between 
the  patient's  thighs,  and  you  must  follow  them  forwards  ivi&h 
the  traction  rods.  Some  operators  complete  the  delivery  |^| 
graspiDg  the  traotion  rod  and  handles  bad  usia};  the  forceps 
like  any  ordinary  pair,  but  this  is  a  mistake.  The  ordmar)* 
handles  should  never  he  touched  during  traction.  I  have  seen 
men  deliver  by  grasping  the  handles  as  well  as  the  crossbar, 
while  bringing  the  head  through  the  brim  and  cavity,  but 
should  never  be  done.  It  really  destroys  the  axis-traotiq 
action.  As  soon  as  the  head  is  born  the  blades  should 
removed.     Deliveiy  is  then  completed  in  the  usual  way. 

The  Amount  of  Force  to  be  Used. — In  ordinary  casea 
little  force  is  required,  but  in  contracted  j)elvea  or  with  In 
heads  a  cuusiderable  imiounl  may  be  nece.sRary.  If  the  lust 
meats  hold,  any  head  may  lie  dragged  through  by  main  for 
but  an  excessive  amount  is  not  justiHable.  An  expert  oporalj 
soon  learns  how  much  force  he  may  justifiably  "^pply,  but 
can  only  learn  this  by  experience.  1  have  frequently  dolivc 
Uve  children  by  exerting  my  utmost  strength  with  both 
and  my  feet  bi*aoed,  but  I  would  not  advise  a  lieginner  to 
attempt  this.  One  hand  will  give  all  the  forut*  required  in  the 
majority  of  oases.  By  placing  the  tips  of  the  fingers  of  the 
other  hand  against  the  head  ynu  can  judge  if  any  advance  is 
being  made.  If  no  advanoe  is  being  made,  after  a  consider 
Atnoant  of  force  is  used  in  the  ordinary  obstetric  position,  a  tr 
should  be  made  in  the  Watcher  position,  and  if  you  fail  Cheajj 
aympbytiiotomy  or  a  craoiotomy  should  be  resorted  to.  Oi 
rian  section  migbt  he  dune,  hut  the  risks  would  be  very 
If  the  child  is  dead,  craniotomy  should  be  done  at  onc«.  but 
it  is  alive,  symphysiotomy  is  the  operation  indicated.  I  again 
repeiit  that  under  no  consideration  •should  version  be  attempt 
after  failure  with  forceps. 


CHAPTER  XXXrX. 


OBSTETRIC  OPERATIONS  {CvttHmmi). 

Induction  of  I*rem&ture  Labour— How  io  Decide  When  to  Induce  Labour 
— Method<i  of  luducing   Labour— Pre paralion  of  the  Potiont— The 

Operation. 

Induction  of  Premature  Labour. — Premature  Inbour  not 
infretjuently  conies  on  of  itself,  but  there  are  cases  in  which  it  is 
jostiHable  to  bring  it  on,  either  in  the  interestH  of  the  mother 
or  of  the  child.  In  the  interoHtsof  the  mother,  it  may  be  doue 
in  »erious  diseaaes  of  the  heart,  kidneys,  or  narvoue  syfltem,  and 
also  in  pernicious  vomiting.  Fn  the  interests  of  the  child,  it 
may  tie  done  in  oaso»  of  ubstructtun  from  tumours  or  contraction 
of  the  polvis.  and  also  in  oases  of  habitual  death  of  the  fcettu 
in  the  later  months  of  prei^uaucy.  It  is  occasionally  done  in 
Qormal  pelves,  where  the  patient's  children  have  such  large 
heads  that  delivery  at  full  time  is  fraught  with  danger. 

.As  the  operation  is  done  in  the  hopes  of  getting  a  child  born 
which  will  survive,  it  should  not  he  done  before  the  child  has 
reacheti  a  viable  age.  Generally  speaking,  the  beginning  of 
the  seventh  month  is  the  earliest  time  of  viability,  but  occasion- 
ally six  and  a  half  (nonths'  children  survive.  If  the  child  is 
much  under  3  lb,  in  weight,  tht^  utmost  dtlliciilty  will  bu  experi- 
enoad  in  rearing  it.  There  is  a  popular  beUef  that  a  seventh 
month  child  is  more  likely  to  live  than  an  eighth  month  one. 
but  this  is  a  delusion.  The  nearer  full  time  the  better  chance 
there  is  of  its  surviving. 

With  contracted  pelves  2|  in.  of  a  true  <ao\\Vi^V6  Sa  ^'^^  ^*=*'^ 
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lowest  limit.     A  live  child  may  be  delivored  through  this  at  tl 
seventh  month,  hut  if  tite  pelvin  is  sntaller,  there  la  little  hoj 
of  the  uhild  boing  alivn,  or  eurvtviug  if  it  Is  bom  alive.     In 
cases  below  'A  in.  the  chances  for  the  child  are  not  tj^reat,  wii 
the  mortality  among  such  childi'en,  when  born  alive,  in  vei 
hi>;h,  so  that  it  is  questionable  if  induction  should  be  done  lal 
pelves  below  3  iu.     If  artilicial  delivery  has  to  be  resorted  to, 
the  chtinoes  for  the  child  are  lessenod. 

How  lo  hecUie    When  ta  Iiuluce  Labour. — In  oases  done  ill 
the  interests  of  the  mother,  the  condition  of  the  jia-tieut  will 
generally  have  to  he  oiu'  guide,  but.  if  possible,  the  opomtiait 
should   be  ]>03tponed  until  she  is  at  least  seven  and  a  hal 
months  gone.     In  a  case  like  one  of  uncontrollable  vomiting, 
the  mother's  interests  alone  should  be  considered.     The  timd] 
is  judged  from  the  cessation  of  menstruation,  but  this  is  ver; 
uncertain,  and  one  is  often  misled  by  it.  so  you  must  make 
estimate  of  the  viability  from  the  sixe  of  the  foetus,  as  made  uul 
hy  palpation.     When  the  pelvis  is  contraoted,  the  siw  of  the 
fcetiis,  esfwcially  of  the  head,  is  inotst  important.     So  long  b 
the  head  is  small  enou^^h  to  pass  easily,  you  will  be  able  to 
it  well  into  the  l>riin  hy  external  pressure,  and  as  soon  as 
fail  t^  do  this  easily  it  is  time  for  the  induction.     With  * 
tracted  [lelvis  the  rule  should  be  to  see  the  patient  every 
or  so  after  sho  has  r^ntered  the  seventh  month,  to  test  the  size  of 
the  head  relative  to  the  brim,  and  to  inducts  labour  as  soon 
ever  you  find  the  head  cannot  be  pushed  well  into  the  pel' 
An  instrument  has  l>een  devised  to  meaaure  the  head  throng] 
the  abdominal  wall,  but  it  is  of  very  little  use,  as  the  nnl 
diameter  of  the  head  you  can  get  is  the  oocipito- frontal  oqi 
whioh,  in  the  majority  of  oaees,  you  do  not  want.     If  you 
measure  the  transverse  diameter  of  the  head  it  would  be  ol 
great  use,  but  this  cannot  \-ni  done. 

In  cases  of  habitual  death  of  the  focntus  in  the  later  mon 
of  prepnanoy,  n.\ya\xX  a  lor^Wi^^  v^m  S*k^^>aTOR  at  whioh  dm 
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had  ooourred  on  former  oocaaionn  ahould  be  selected,  provided 
thin  vdW  give  a  viable  uiiild.  T)ie  resultb  iu  these  oases  tire  so 
disuuura^ing  that  for  iny  [lari  I  prefer  trying  to  carry  the 
woman  to  full  time  by  keeping  her  on  chlorate  of  potash. 

Pro'/nosij*. — If  the  woman  is  in  (j;ood  health  sepsi^t  is  the 
chief  nsk  she  has  to  rim.  and  one  should  be  able  to  |!uard 
against  that  by  using  strict  aseptic  methods.  When  the  induc- 
tion is  undertaken  becaube  of  disease  on  the  part  of  the  mother 
the  risk  is  very  gi'eat,  as,  iinfortunately.  the  operation  is  usually 
only  undeilaken  as  a  last  resort.  As  regards  the  child,  it  has 
many  risks  to  run.  It  iiiay  be  too  premature  to  aurnve.  If 
thn  lahoiii-  has  to  be  terminated  by  forceps  or  version,  its  chances 
will  \m  leKscned,  as  preiiiatui-e  uhlldi'en  do  not  stand  artificial 


Ktii.  H4.  — Fur^ps  for  iDtroiluMng  UhuntMliDfilu  Kibeo'  ht^. 

ileltvery  well.  There  if*  iin  doubt  that  in  some  case^  the  vitality 
is  lower  than  in  others.  In  one  of  my  cases  induction  was 
done  twice  for  contraction  ol  the  peKis,  and  the  children  were 
lx>m  easily  without  any  assistance,  and  yet  in  both  instances 
they  died  in  a  few  days,  although  they  were  of  a  fair  size. 
The  third  time,  I  refused  to  induce  lalxiur,  and  did  Cicsarian 
section  at  full  time,  and  delivered  a  fierfeotly  healthy  child, 
which  did  well.  Kor  the  first  month  or  two  tlie  children  are 
very  ditVicult  to  rear,  and  they  requii*o  great  attention.  If  they 
are  under  3  Ih.  in  weight  at  birth,  their  chances  will  not  be 
very  great,  but  4  to  44  lb.  oliildren  usually  do  well. 

Methods  of  Induciruj  Labour. — What  we  wish  to  do  is  to  start 
uterine  contractions,  and  to  get  the  uterus  to  empty  itself  h^ 
natural  efforts.     The  oontractioni^  may  V»>wwi^'tcsG.\\s.'<»wv3«*^ 


aterT  by  'means  ofHe^fV^I 
bag,  bozzi'ti  dilator,'  or  munu 
such  a  case  is  not  usually  confil 

Of  all  the  methods  the  mosti 
tunng  of  the  menibraneB  is  nl 
suffer  from  preHSure  and  ])rol>all 


of  glyoerine  was  dtrongly  advooi 
by  any  means  devoid  of  danger, 
when  the  cerWx  is  partiallv  dilat 
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shave  the  external  parts,  or  at  all  events  to  oUp  the  hair  short  ^ 
so  as  tn  render  the  external  pudenda  as  aseptic  as  possible. 
Only  new  gum  elastic  bougies  should  be  used.  Boiling  softena 
them  and  roughens  their  surfaces,  so  it  is  better  to  sterilise 
theui  by  6rut  washing  them  very  carefully  with  soap  and  water, 
and  then  floakin<^  thorn  for  suveral  hours  iu  (I  to  20)  oarbolto 
lotion.  Several  No.  10  or  12  size  may  Iw  used,  or  one  very 
large  one.  Catheters  should  never  lie  used.  '  For  the  introduo* 
tion  you  should  have  a  duckbill  speciduin,  a  pair  of  volKellum 
forceps  to  draw  down  and  steady  the  cervix,  packing  forceps 
aad  iodoform  or  aseptic  gauze  for  a  vaginal  plug,  aad  if  the  os 
ia  quite  closed,  a  few  Hcgar's  dilators. 

The  Operiition. — Chloroform  is  not  necessary,  but  it  is  ad- 
visable to  administer  it.  With  the  patient  in  the  Uthotomy 
position,  thorougldy  cleanse  tlie  external  parts  with  lysol  solu- 
tion, and  douche  the  vagina.  FaKS  the  speculum,  and  draw  down 
the  cervix,  by  catching  the  anterior  lip  with  forceps.  If  the  os 
will  admit  a  finger,  pass  it  in,  and  separate  the  membranes  as 
high  up  as  you  can  reach.  If  th(^  os  is  quite  closed,  dilate  it 
with  Hegur's  dilators  until  it  will  admit  a  linger.  The  bougie 
should  now  be  passed  without  touching  any  of  the  external 
parts.  It  should  be  gently  inserted,  and  if  it  meets  with  an 
obstruction  it  should  not  be  forced  in,  but  partially  withdrawn 
and  pushed  in  another  direction.  The  placenta  is  the  usual 
obstruction  it  meaw  with,  and  it  will  not  do  to  force  the  bougie 
hslween  the  plaueaU  and  uturluu  wall,  or  accidental  hemorrhage 
will  he  caused.  The  bougie  should  bs  passed  until  its  end  ia 
at  the  external  os.  Two  or  three  may  bd  passed  in  this  way. 
T  prefer  several  to  one  very  large  one,  aa  there  is  less  risk  of 
injuring  tbo  pta^ienta  or  rupturing  the  oaembraues.  There 
should  be  very  little  bleeding.  The  vagina  should  again  be 
^vashed  out,  and  packed  with  iodoform  or  aseptic  gauze.  The 
vaginal  plug  prevents  tlie  bougies  slipping  down,  and  it  alsc 
assists  dilatation.     If  you  should  ru^Xxkte  v\«i  \a'ewCQ!tMi«»'  <» 
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injure  tho  placenta,  tho  bougies  should  be  withdrawn  and  & 
Barnes'   bag    inserted,   or   the  cervix  and  va^^ina  ihoronghly 
plugged.       In  two  of  my  oases  I   have   met   with    marjfinal  ^ 
placenta  prsevia.  f 

The  patient  may  be  allowed  np.  but  she  is  much  safer  in  bed. 
Thti  pain^i  very  rarely  come  on  within  a  few  hours,  and  it  is 
well  to  warn  the  pat'mat  that  it  will  probably  be  »ome  days 
before  the  labour  is  finished.  The  pluf;  should  be  taken  oat  oti 
the  vagina  within  twenty-four  hours.  If  the  oa  La  not  dilatin|<  > 
much,  tho  boujries  may  ho  taken  out,  and  a  new  sot  introdaoed, 
or  they  may  be  left  in  twelve  hours  lunger.  When  the  oon-l 
tractions  are  f^rly  started  the  bougies  may  l)o  removed.  Iff 
dilataciou  is  very  slow  you  may  hasten  it  by  the  use  of  bafcs, 
and  if  the  memhranctfl  rupture  early,  a  Img  should  be  inserted, 
to  dam  tiack  the  lic|Uor  amnii  as  much  as  possible.  A  natumU 
ftntsh  to  the  labour  is  |>referable,  but  it  must  not  be  allowed  u>\ 
Vmf^OT  too  luni^.  The  aftcr-treatmeot  of  thu  oaee  in  the  saauti 
as  after  an  ordinary  full  time  labour. 

The  child  will  lie  feeble,  and  the  (greatest  cure  must  be  taM 
of  it.      U  it  XH  very  small  it  sfioiild  l>o  rolled  in  cotton  wadding, 
instead  of  being  dressed  in  the  usual  way.      In  hospital  mi 
incubator  is  generally  at  hand  to  keep  it  in,  at  a  temperatura  i 
about  90'  l'\     In  a  private  house  it  should  be  kept  in  a  bask 
near  a  fire  and  with  hot- water  bottles  round  it.     U  should 
fed  every  hour  at  first,  giving  it  human  milk,  if  possible,  (roml 
the  very  first,  and  if  this  cannot  be  obtained  very  dilute  oow's 
milk  with  a  Utile  cream  and  sugar  added.     As  soon  as  tt  can 
4Uok  put  it  lo  the  breast. 
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OBSTKTRIC  OPERATIONS  {CoHtiiiufd). 

Opemtions  Destructive  to  the  ChUO — Dwtniottve  Operations  upon  the 
Head — ^In«trumPtit<  —  Perforator — Crauioclast — Coplmlolrilw — rora- 
liined  InBtniment  of  Auvard  — BaBilyiit — Craniotomy —  Perforation — 
Kmbr^'otomy^-Kviiirenitinn  -Spnndylntomy— r)^'apitAlion. 

Operations  Dkstroctivr  to  thb  Cnn^D. 

WtTHiN  reoent  yearn,  since  CiEaarian  Heotion  and  sympbysi- 
otoiny  hare  become  comparatively  safe  operations,  deatmctivi; 
opemtioas  upon  the  ohjld  liave  ^n^iiA-ny  leRsened  in  number. 
Some  authoritios  state  that  a  deslrucbive  operation  upon  a 
living  child  iH  not  justifiable,  but  I  uannot  ai^-oo  with  them. 
Por  inttlanue,  cases  are  ocoasionally  brd^Kht  into  hospital  after 
prolonged  efforts  have  Ijeen  made  to  deliver  with  forceps.  The 
vagina  and  uterus  nre  abreody  iufeoted,  and  the  operation  of 
CifiBarian  secctun  or  symphysiotomy  would  ahnost  asHurodly 
result  in  sepsis  and  ditMister.  The  ohild  might  l)e  saved,  but 
the  woman  would  stand  a  very  small  ohanco  of  recovery.  A 
destructive  operation  on  the  child  gives  the  mother  a  very  much 
better  chance  than  either  of  the  other  operations  This  is  not 
theory,  but  is  the  raatilt  of  a  large  experience.  When  the  child 
is  dead  it  goes  without  saying  that  it  should  be  broken  up  if  it 
cannot  be  delivered  entire. 

Destructive  operations  are  required  in  obstructed  labours, 
where  neither  Cffisarian  section  uor  symphysiotomy  is  justi- 
fiable, e./j.,  with  a  dead  child,  with  a  live  child  where  frequent 
futile  efforts  have  beflu  made  to  deliver,  and  also  in  case'^  ^VNwt^t 
the  vagixui  ia   very  soptio,      lu  oaftdft  oi  Vi.'j^^yife^^'cis^':';^*  w:^ 
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monstfirs,  the  mother  should  not  he  ftubjected  to  any  risk  in 
attemptiag  bo  duliver,  so  if  there  is  any  obstniction  a  destruc- 
tive operation  should  be  done  at  odob.  I  have  seen  more  than 
one  case  of  rupture  of  the  uterus  from  the  delivery  of  au  unper- 
forated  hydrocephalic  hoiul. 

Destructive  Operations  upon  the  Head. — In  maaycaaes. 
I>orforation  ai  the  Hkull  and  evacuation  of  the  brain  or  fluid  in  a 
hydxocephahu  head  id  all  that  is  necessary.  In  some,  the  vault 
of  the  skull  must  be  crushed,  while  in  others  the  base  also  must 
be  dealt  with,  bafore  delivery  can  be  effected. 

Inbtkumests. 

1.  Perforator. — There  are  a  number  of  forms  of  this  i: 
meul.   but  Simpson's  is  one  of  the  best.      The   instrume: 


PiQ.  3S.— Rimpmn'))  porlorator. 

should   be  sharp  at  the  paint,  and  either  quite   straight, 
slightly  curved  on  the  flat. 

2.  The  Craniotomy  Forceps  or  Cranioclast. — The  inatriT 
ment  consists  of  two  separate  blades,  united  by  a  lock  simi]^^ 
to  the  British  lock  of  the  forceps,  or  a  pivot  and  alot,  and  wi^| 
a  fixation  screw  at  tho  end  of  the  handles.     Simpson's  instru- 
ment, without  the  fixation  screw,  is  of  very  little  use.     Th^ 
blades  should  be  cur\-ed  to  correspond  with  the  curve  of  l^| 
fcetal  head,  and  the  outer  blade  should  be  serrated  on  its  ood- 
CBve,  and  the  inner  blade  on  its  convex,  surface,  so  arranged 
thai  when  the  instrument  is  looked  the  serrations  should  fit 
into  one  another.      The  outer  blade  is  fenestrated   and  the 
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inner  solid.  A  long  instrument  should  always  be  selected,  as 
it  gives  greater  purchase.  It  may  bo  used  to  break  up  the 
vault  and  also  lo  make  traction. 


Piu.  38.— Cophalotribe. 


Pio.  fl7. — Braun'i 
cranioalMt. 


Ccphalotribc.— This  is  a  very  powerful  inslrumeiit  for 
cnisbiug  the  head  The  blades  have  a  slight  pelvic  curv^  A^w^ 
almost  no  cephalic  corre,  so  that  ^\\ett  tV^t^  wcfc  tSiowA. '^<«*  ^ 


35 


CLI.MCAL  OBHTETHiCii. 


very  littlu  r^poce  between  tlieiti.     The  lock  iu  the  i^Hrne  as 
of  tho  forceps,  and  at  the  end  of  the  haadieB  there  is  a  powe 
sorew  for  cIoBing  the  blades.     The  blades  are  not  fenesir&l 
but  grooved  and  serrated.     Bi-uxton  Uiclu'  instrument  is  thd 
best.     It  is  used  to  crush  the  head,  and  then  deliver  it 
traction. 


nil 


Fio.  89. — AuTKrd'i  oomMned  inntrunM  i:;      \iiUir>r'K  inudlflufttion. 

Combined  Instrument  of  Auvard. — This  instnunect 
•^iste  of  three  blades.     The  innei*  one  may  be  pointed  for  naaj 
a  {wrforator.     It  is  ilij^htly  ourred  and  serrated  on  its  o»ini 
aapeot.    On  the  shank  of  thia  blade  there  are  two  pivots,  ous  j 
ouch  sido«  ou  wliich  slots  in  the  two  outei  hladuH  touk.     Tl 
are  also  two  hVngwi  Vmw*  nsvOcv  Ao"*  m  "CaKQii  ^sSsMih  fit  oo] 


OBSTETRIC  OPAW/ir/OA'S. 

pivots  on  the  handles  of  ilie   two  outer  bludes  to  lix   them. 

ijid  at  the  eud  there  is  a  hinged 

screw  for  closing  each   blade 

as  it  is  adjusted.     The  outer 

blades  may  be  solid  or  fenes- 
trated, but  should  be  serrated. 

The  whole  instniment  is 

straight,    with    scarcely    any 

cuphalic   curve.     Auvard's 

original     instrument     is     too 

short.  I  have  had  it  con- 
siderably lengthened,  and  have 

found   it   much  more  useful, 

Since    having    this    done    I 

have  been  Winter's  modilica- 

iion.  which  is  practically  the 

same    as    mine.      The    inner 

hiade  is  ]iussed  timt,  after  the 

hrain  has  been  evacuated,  then 

tlie  left  one.  which  should  lock 

t>ehind.  and  finally  the  ri(;ht 
one,  to  look  in  front,  if  the 
outer  blades  get  a  good  grip 
they  will  completely  Hattcn 
the  head,  and  au  the  head 
elongates  it  will  rotate,  so  as 
to  bring  the  long  diameter 
into  the  transverse  at  the 
brim.  The  blades  wtU  now 
lie  an  tero- posteriorly,  and  as 
they  are  straight,  they  will 
allow  of  the  tiattenal  heati 
being  dragged  through  the 
brim.     The  instrument  is  a  UltU  itouHfewnaft  No  v^^^^ » "^"^^ 


Fio.  40.— Child  doiivcrcd  by 
the  oomtiined  inslrumeat. 
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after  u  little  piuotice  with  it,  I  have  found  it  the  u 
u^ful  of  all.  in  oases  of  badly  contracted  pelvis,  and  i 
use  nothing  else. 

Basily&t. — This  instrument  of  Professor  Simpson's  is 
tended  for  Iwriiig  into  and  breaking  up  the  base  of  the  skull 
It  IS  fonned  into  a  tractor  by  adding  an  outside  blacle  like  tha 
of  a  oraniadasl,  which  is  applied  to  the  outside  of  the  head,  andl 
tlius  enableB  yoit  to  deliver.  The  inner  portion  consists  oftwo 
iiingcd  portions  which  end  in  a  screw.  It  may  be  used  to^ 
perforate  the  vault  with  first,  but  Us  main  use  is  to  break  up^ 
the  base.     It  is  screwed  into  the  base,  and  then  the  parts  are 


'/«  seAue 
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Pto.  41.— SimpttoD's  baBil.v«t  tractor.     A.  lDD«r  portion;  B,  Out<r  \AA.i' 

separated,  by  means  of  a  screw  at  the  end  of  the  handle.  Afur 
the  base  is  broken  up,  the  outer  blade  i^  applied,  and  screwed  tip 
just  as  in  a  cmnioclast,  to  enable  you  to  make  traction.  I  haro 
had  a  fair  amount  of  experience  with  the  newest  form  of  the 
instrument,  which  is  certainly  an  improvement  on  the  older 
forms,  but  I  cannot  say  it  has  been  as  useful  as  the  oom 
instrument  just  described. 

Several  other  instrumente  ore  useful  in  operations  on 
head.  A  tonf;  pair  of  bone  foroeps  may  be  used  for  nippoj^ 
off  any  sharp  spicules  which  may  protrude  through  tbo  BO*lp. 
A  crotchet  U  u%ed  lot  aatoa^  VjcftcSX^iw,   "^w  vJjiArinjr  out  Uw 
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brain  an  ordinan.*  douche  nozzle  may  be  used,  or  &  fiuebing 
curette. 

Craniotomy.  —  Prepaid  the  patient  in  the  usual  way,  by 
cleansing  the  externa)  parts,  and  Bcrubbin;;  the  vagina  out  with 
lyaol  solution. 

Perforation. — Tlie  {Mtient  may  lie  on  hoi  left  side,  but  it  is 
belter  to  Imvtj  her  in  the  litbotomy  position  with  the  legs  well 
supported.  The  os  must  bo  diUted  a»  fully  as  possible.  Pass 
the  fingers  of  the  left  hand  into  the  vagina,  until  their  tipa  rest 
against  the  head.  The  perforator,  which  ib  closed,  is  grasped 
in  the  right  hand,  and  passed  along  the  palm  of  the  left  hand, 
until  the  point  of  it  oontcs  a^^iiinst  the  centre  of  the  presenting  . 
part  of  the  head.  You  must  carefully  guard  its  sharp  edges  bo 
as  not  to  out  the  vaginal  wall  while  passing  it.     Press  it  firmly] 


'  Fio.  42.— CroUikeC  and  blunt  book. 

against  the  head,  first  through  the  scalp  and  then  through  the 
bone,  being  careful  not  to  allow  it  to  slip.  A  blunt  instrument 
will  be  liable  to  slip,  so  the  point  should  always  be  sharp.  If 
the  bone  is  hard,  a  considerable  amount  of  force  may  be  re- 
quired. An  assistant  should  keep  the  he»l  firmly  pressed 
against  the  brim  through  the  abdominal  wail.  When  the 
instrument  has  passed  in  up  to  the  shoulder,  separate  the  points 
of  it  by  d^a^^'ing  back  the  spring  and  closing  the  handles.  This 
should  l)e  done  first  in  the  transverse  of  the  pelvis.  Now  close 
the  instrument  and  rotate  it,  and  open  it  again  in  the  antero- 
posterior diameter  of  the  pelvis.  Close  it  again  and  push  it  on 
and  break  up  the  base  of  the  brain  very  thoroughly,  so  as  to 
kill  the  obild  and  allow  of  easy  evacuation  of  the  brain.  I  need 
hardly  aay  it  is  important  to  effectualV^-  iwVfo^  \lcife  OK!aA.>fe^«t^ 
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it  ia  delivered.  Tho  tenacity  of  liie  is  extraordinary, 
seen  iudications  of  life  in  a  child  where  the  bruin  bad  i 
been  all  nMnoved,  and  the  head  bad  lieen  crushed  with  the  o 
bined  inHtruinent.  The  perforator  should  be  withdrawn  clot 
and  carefully  guarded.  Some  operators  advise  avoiding 
sutures  or  fontanelles  in  perforating,  but  this  is  of  little  im] 
tance.  Select  the  most  aooeasible  point.  In  perforating 
after-coming  head,  behind  an  ear  may  be  seleotod,  or  in  w 
oases  under  the  chiu,  or  through  the  roof  of  the  mouth. 

It  is  ahvays  well  to  clear  the  brain  out  as  thoroogbly 
possible,  and  this  can  easily  be  done  with  the  douche.  ' 
ordinary  nozzle  or  a  flut;hing  curette  may  l>e  used. 

In  many  cases  delivery  can  now  be  effected  by  forceps,  < 
breech  cases  by  traction  on  the  body,  but  in  bod 
obstruction,  the  head  will  have  to  be  diminished.  This  '. 
done  by  craniotomy  forceps.  The  inner  hlade  is  passed  i 
the  cavity  of  the  skull  and  the  outer  under  the  scalp,  betweei 
and  the  bone  if  possible,  and  the  bone  is  then  twisted 
tea\'ing  tlie  »calp  to  prevent  sharp  edges  laoeratiDg  the  vagi 
In  many  cases  the  crauioclasl  is  applied  at  OQoa.  The  Iq 
blade  is  passed  into  the  skull  and  the  outer  applied 
hearfl,  and  then  looked  and  screwed  u]»  light.  You  now^ 
steady  traction  In  the  axis  of  the  pelvis,  being  careful  to  I 
that  there  are  no  sharp  spicules  of  bonea  projecting  beyond 
scalp.  If  there  are  any  spicules  they  must  be  twistod  ofC 
severe  injury'  may  be  done  to  the  va^na.  The  head  wUl 
and  usually  come  down,  but  if  Uiere  is  great  oontraot 
better  u>  crush  the  head,  or  break  up  the  base  by  meaQs| 
bosUyst. 

The  combined  instrument  I  have  found  the  moat  use 
After  the  brain  is  evacunted,  imss  the  inner  blade  well  in,  tj 
pass  the  left  one  over  the  side  of  the  head  and  lock  it  behi 
and  screw  it  up  until  the  hinged  bar  can  be  locked  on  to 
pivot.     Neict  paflf)  the  right  blade  over  the  other  side  nf 
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head  and  lock  it  on  fhe  front  pivot.  Then  swine  thf-  screw 
round  and  sorew  the  handle  home,  until  the  hinged  bar  can  he 
locked  on  to  ita  pivot.  Ae  the  head  flattenB  it  will  rotate,  ro  that 
the  louked  inHtnicnent  will  lie  in  the  conjiiguie.  Traction 
should  now  be  miide  in  the  axis  of  the  pelvis.  If  a  good  grip 
has  been  got  of  the  bead  it  will  come  through  with  surprising 
ease  The  advantage  this  inslrutnent  has  over  the  ordinary 
cepholotribe  is,  that  it  is  tighter,  and  as  it  is  straight  it  allows 
of  the  head  rotating,  and  being  delivered  with  ita  elongated 
diameter  In  the  transverse  of  the  brim. 

The  ordinary  cephalotribe  is  applied  lo  the  head  just  as  the 
blades  of  the  forceps  arc,  and  it  i»  then  screwed  up  so  us  to 
ciiish  the  akidl  Delivery  is  then  effected  by  ti-aotion,  as  with 
forc«pB.  The  crotchet  is  a  useful  instrument  to  make  traction 
with  by  hooking  it  into  some  part  of  the  Hkull,  only  care  must 
be  taken  to  g\iard  against  its  tearing  out  and  Ulcerating  the 
maternal  parts  or  the  jMiIni  of  your  own  hand.  It  may  be  used 
alouo,  or  in  oorabination  with  any  of  the  other  inatrumentfi. 

Care  must  be  taken  to  prevent  laoeration  of  the  vagina  by  the 
edges  of  the  bones,  hut  if  the  scalp  covers  them  well  there  will 
not  bo  much  risk.  The  tingers  of  one  hand  should  always  be 
kept  against  tho  bones  to  feel  if  any  sharp  point  projects. 

When  the  head  is  delivered  there  may  be  some  diOioulty  in 
getting  the  chest  through.  This  may  be  overcome  by  cutting 
through  one  or  both  clavicles,  and  if  necessary  perforating  the 
oheet.  The  clavicles  may  be  oat  by  means  of  a  pair  of  long 
scissors.  Cutting  the  clavicles  has  recently  been  advocated  in 
Germany  under  the  name  of  cleidotouiy.  The  name  is  the  only 
new  thing  about  the  operation. 


KUBRYOTOMV. 

In  impacted  transverse  oases  the  body  or  neok  of  the  child 
is  the  port  which  can  be  reached  and  must  be  attacked. 
Again,  in  oases  where   the  cheat  or  «.\v\Q>tQ.«>ti  \s.  -sc^"^  wosaaB. 
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enlarged,  either  by  new  ^owths,  dropsy,  or  gas.  a  doriot 
operation  will  bo  required. 

1.  Evisceration. — An  opening  is  made  into  the  most 
sihle  pari  of  the  abdomen  or  chest  by  means  of  the  peH 
or  a  ]Miir  of  acissora,  aud  the  contenla  removed.  If  the  I 
still  IK  utero  ic  Hhouk)  ho  perforated,  after  the  body 
delivered,  if  it  wilt  not  come  through  easily. 


I 


^ 


Fio.  48.— Ramsbothun't  decspitating  book. 

2.  Spondylotomy. — In  a  transverse  case,  besides^ 
aliou,  it  will  probably  be  necessary  to  cut  through  tbel| 
allow  of  the  fcetus  iKting  easily  doubled  up.  This  may  bl 
with  Btrong  Boissors.  ^| 

3.  Decapitation. — In  impacted  transverse  oaaea  ^1 
neck  is  within  leauh  it  should  be  divided.  Thia  may  bi 
by  means  of  a  btunt  hook  or  by  RamBbothaui's  siokle 


^ 
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Fio,  44.— BluDt  <lep»piuting  hook. 

Scissors  or  an  eoraseur  may  be  used.     The  blunt  hoof 
by  IwistinK.  and  considerable  foroe  will  be  r«niired. 
botham's  book  will  cut  through  the  neck  qoile  easily, 
must  he  tnken  not  to  injure  the  maternal  parts  in  pue 
When  it  is  uuce  fairly  round  tbe  neck  steady  and  oarelol  ti 
abould  be  made,  atul  it  will  cut  through  the  tissues  n 
difficulty. 
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After  the  neck  is  severed,  the  body  cao  he  brought  away  hy 
tractiou  on  the  arm.  The  head  mast  then  be  delivered  by 
suprapubic  pressure,  with  traction  applied  by  the  crotchet  or 
foroeps.  It  may  be  neoessary  to  perforate  it  and  use  the 
cranioclast. 

Kxcept  in  the  case  of  locked  twins,  decapitation  should  never 
be  done  after  the  body  i3  bom,  as  it  is  sometimes  very  difficult 
to  deal  with  the  retained  head,  especially  if  the  pelvis  be 
contracted. 

Kmbryotomy  may  be  a  comparatively  easy  operation,  or  it 
may  be  one  of  the  most  difficult  imaginable,  as  the  following 
case  will  illustrate. 

Mrs.  M.,  xiii.-para.  tet.  forty  years,  was  brought  into  hos- 
pital in  a  very  exhausted  condition.  Her  former  labours  had 
always  been  easy,  but  her  pelvis  was  slighlly  contracted.  She 
stated  thai  she  wafi  quite  bure  that  she  had  gone  fully  a  month 
over  fall  time.  We  got  no  history  from  the  medical  men  who 
had  hoen  attending  her,  but  the  fricndft  stated  that  two  doctors 
had  tried  for  a  couple  of  houra  to  deliver  her,  but  had  failed. 
One  leg  was  down,  the  foot  protruding  at  the  vulva.  We  after- 
wards learned  that  the  attendant  had  found  an  anencephalic 
head  presenting,  and  bad  turned,  but  could  only  get  one  leg 
down.  Witb  considerable  difficulty  I  got  the  other  leg  down, 
and  expected  that  there  would  be  no  more  difHculty^  but  we 
found  uo  amount  of  traction  would  bring  the  pelvis  of  the  child 
through.  As  the  two  thighs  completely  tilled  the  vagina,  1  had 
to  remove  one  of  them  to  get  at  the  body,  to  break  it  up.  We 
liteiully  had  to  break  the  body  bit  by  bit  and  remove  it,  and 
the  hea^l  hail  to  be  treated  In  tlie  same  way.  When  we  reached 
the  head  wo  diaoovered  the  anencephalic  condition.  It  was 
the  most  difficult  operation  I  have  ever  undertaken.  The  child 
had  evidently  been  very  large.  The  patient  died  from  shook, 
and  at  the  post-mortem  examioatioa  her  heart  was  found  ko 
dilated  and  fattv  that  it  was  a  wonder  *\v6  VmA  tvq.^.  ^\^  ^•ts^'w 
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the  aDOesthettc.  I  do  not  Ihink  she  woulH  have  survii 
had  done  Ccesarian  section,  but  if  I  had  known  what  ^ 
me  I  never  would  have  attempted  delivery  ihi-ough  the  nnt 
passages.  If  version  had  not  boon  done,  the  embryotouay  m 
have  been  much  more  easily  performed,  as  the  legs  «o  hlo 
the  pasAAge  that  there  was  no  room  to  work. 


CHAPTER  XU. 
OBSTETRIC  OPEKATIONS  (Onitintud). 

Symphysiotomy— Dftogera  of  tlie  Operation — IcdioaCions  tor  the  Open- 
eion— Pnpftntlon  of  tlio  PftCient — The  Opeu  Mothod — Subeutaoeotu 
Method. 

CdBsarian  Section — Time  of  Operation  —  PreparatioDs— Instnimeats  — 
Opening  the  Abdomen — L'terinc  Inciaton— Removal  of  the  Hteraa — 
Porro'i  Operation — Extiri>atiou  of  the  Uterus— Kinks  to  the  Patient 
in  the  Ordinary  or  Modllled  UperationB — Shook — Sepsis — Subsequent 
Daogen — Poat-mortoin  CeEMtariau  Section. 


SVUPHYSIOTOHY. 

The  openition  of  opeaing  the  symphysis  was  devised  hy  Sigault 
moro  than  a  ctmtury  ago.  but  as  antiseptics  were  then  uaknowu, 
the  results,  as  regards  the  mothers,  were  exceedingly  bad,  and 
the  procedure  was  abaudoned.  Within  reoont  yearB  it  has 
been  revived,  first  in  Italy  and  then  in  Franoe.  In  Britain  it 
has  been  done  fairly  often  of  late,  but  it  has  not  been  so 
enthusiastically  taken  up  as  on  the  Continent.  With  proj^er 
care  it  can  l>e  done  with  a  very  small  luortaUly,  and  iu  suitable 
caseii  it  certainly  should  be  preforred  to  craniotomy  on  a  Uving 
child.  As  it  does  not  prevent  subsequent  child-bearing,  it  may 
bo  dune  repeatedly  on  the  same  patient,  but  in  many  cases  it 
has  been  found  that,  in  subsequent  labours,  the  shght  inorease 
in  the  size  of  the  pelvis  and  the  yielding  at  the  joint  will  allow 
of  delivery  by  natural  efforts  or  by  means  of  forceps. 

It  ta  a  suitable  operation  with  a  oonjugata  vera  of  not  belo'o; 
3  in.,  provided  that  the  head  is  not  4\s^Ta'5cre^^«Da^^"^  ^»K^*^- 
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It  may  be  done  m  a  ^|  in,  pelris  if  the  head  is  small,  ball 
oases  are  more  suitable  for  CaBsarian  sectioa.  Its  r&n^ 
practicability  is  thus  the  same  as  that  of  induction  of  lal 
Of  course,  if  the  case  has  gone  to  full  time,  induction  iflfl 
the  questiou,  but  if  the  woman  is  seen  lu  time,  and  th^V 
reasonable  chanoe  of  getting  a  live  child  at  tlie  eighth  me 
induction  should  frequently  be  preferred.  ■ 

Dangers  of  the  Operation. — If  the  Iwnes  are  too  IP 
sepaniled  there  is  great  risk  of  laceration  of  the  soft  p 
iooludtng  the  urethra  and  bladder,  and  the  bleeding  aM 
very  severe  from  the  plexuses  of  veins  which  are  usi 
rarioose.  Again,  the  sacro-iliac  syQchotidrosis  may  be  inj 
and  tlie  woman  permanently  lamed.  In  some  oases,  the  tl 
between,  the  ends  of  the  bones  has  not  been  strong  enongh, 
walking  has  been  interfered  with.  Sepsis  in  kIwavh  a 
real  danger,  beciiuse,  from  the  situatioii  of  the  wound, 
difiQcult  to  guard  against  it.  The  difficulty  of  nursing 
patients  is  a  very  great  drawback,  as  no  movement  cmi 
allowed  until  union  has  occurred. 

Indications  for  the  Operation. — The  child  should  be  a 
and  the  head  not  much  overlapping  the  symphysis,  so 
there  will  be  u  reasonable  chance  of  getting  tlie  child  dolif 
without  separating  the  bones  too  far.  If  attempts  liare  I 
made  to  deliver  by  forceps,  and  the  vagina  is  septic,  then 
be  great  risk  to  the  jntieDt.  The  cervix  should  !»  snf 
dilated  to  allow  of  delivery  without  risk  of  laceration. 

Preparation  of  the  Patient. — The  externa]  parts 
shaved  and  rendered  as  aseptic  as  possible.     The  hh 
rectum  should  both  be  thoroughly  emptied,  and  the  rag 
douched  and  cleansed.     When  the  o6  is  dilated  aufficienll 
allow  of  doUvcry,  the  operation  should  be  done  at  onoe. 

The  Open  Method. — Instrumenu  required  :  A  Mi 
OAlTOW-bUded  bistoury,  a  director,  a  numt>or  of  prai«ur» 
artery  foroepa,  &  Vi\ftMe\  «onx&.  Vu^^,  t»ar(«d  needles  ai 
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hulder,  outgut,  silkworm  gul,  axiB-traotiun  foi-oepe,  a  loug  tistrip 
of  rubber  plaster. 

The  patient  ahould  lie  upon  her  back.  Cut  directly  down 
upon  the  joint,  and  extend  the  incision  a  little  above  the  top  of 
the  symphyais.  to  allow  you  to  Koparate  the  partH  behind  the 
joint  from  above.  Plaoe  a  sound  in  the  urethra  to  kuep  it  to 
one  side.  Tou  may  now  cut  down  through  the  joint,  talking 
care  to  sever  all  the  ligamente,  esjieciaUy  the  subpubic  one. 
The  joint  should  gape  a  little,  but  the  bones  do  not  spring 
apart  more  than  half  an  inch.  All  bleeding  points  should  be 
secured  with  pressure  forceps,  and  tied  if  neoesfiary.  Take  the 
sound  out  of  the  urethra  and  get  an  assistant  to  apply  forceps 
to  the  head.  Dehvory  should  be  done  slowly  in  the  Waloher 
position.  As  traction  is  being  made  the  pelvic  bones  should 
1m3  firmly  (rnispcd,  to  prevent  the  joint  opening  too  far,  The 
bladder  will  protrude  through  the  opening.  In  my  first  ease 
the  bones  were  separated  (|uite  4  in.,  but  this  is  too  great  an 
opening.  Teanng  of  the  anterior  vaginal  wall  is  very  liable  to 
occur.  When  the  child  is  born  the  bladder  should  be  pushed 
back,  and  the  end  of  the  bones  brought  as  closely  together  as 
possible  by  oomprcssing  the  pelvis.  Stout  catgut  stitches  may 
be  put  through  the  capsule  of  the  joint  and  periosteum  of  the 
bones,  to  keep  them  together.  The  soft  parts  are  then  closed  by 
silksvorm  gut  sutures.  If  there  has  been  any  tearing,  the  bleed* 
ing  may  bo  veiy  profuse,  as  the  plexuses  of  veins  are  usually 
varioose.  In  my  third  case  this  occurred,  and  I  had  to  tie  a  very 
large  number  of  bleeding  points,  and  finally  to  plug  the  parts 
behind  the  symphysis  with  a  strip  of  iodoform  gauze.  To  keep 
the  bones  in  position  apply  a  broad  strip  of  rubber  plaster 
round  the  pelvis,  and  then  a  firm  binder  after  the  superficial 
wound  has  been  dressed.  The  patient  should  lie  upon  her 
back,  with  sandbags  at  either  side  to  keep  her  perfectly  still. 
The  urine  will  require  lo  be  dmwn  off  at  i*egular  intetv&l%. 
The   nursing  of  thoM  patients  \s  alvjfc^a  ^w^  \xw3N3«ftRKWfc. 
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eapeciully  if  there  hatt  bwu  any  itiuriog  o{  the  vagixw  n 
plugging.  ^ 

The  patient  should  be  kept  Mt  perfect  rest  [or  ^^ 
weeks,  to  allow  of  good  fibrous  union  between  the  end 
bones. 

Subcutaneous  Method  as  described  by  HermHiuj 

A  sharp- pointed  tonotomy  knife  is  presfied  through  1 
membi-aau,  opposite  the  middle  of  tbe  symphysis  pubis, 
the  knifn  has  penetrated  the  joint,  out  downw&rda^j| 
reach  and  divide  the  li^amentum  arcuatam.  Thea^l 
htode  and  divide  the  upper  half  of  the  joint.  When 
fibres  are  divided  the  bones  will  at  once  spring  about 
inch  apart. 

DeUvery  is  then  effected  by  forceps,  ns  in  the  op«H 
and  the  subsequent  Ircatmenl  is  the  same. 

This  operation  ttooms  an  exceedingly  simple  one.  but 
had  no  experience  of  it.     Judging  from  the  ditliculty 
experienced  in  cutting  through  the  symphysis  froo 
should  say  that  to  do  this  aubcutaneoualy  will  not 
easy  as  the  description  would  lead  one  to  supf 
first  case  there  was  a  decided  bend  in  the  joint,  and 
divided  it  RulKutaneously  would  have  been  very  difl 
impossible. 

Ayer's  subcutaneous  method  as  practised  by  fiuls 
from  this.  An  incision  is  made  near  the  ditoris,  and  a 
passed  up  in  front  of  the  joint.  A  probe-pointed  bia 
now  inserted  and  the  joint  severed,  tlie  urethra  boin^j;  I 
of  tbe  way  by  means  of  a  sound.  If  there  is  moci^ 
after  delivery,  the  cavity  is  plugged  with  a  atrip  ai^ 
gauze.  Buist  has  got  very  good  reKults  from  ihia  a| 
He  hiw  performed  it  twice  on  the  same  patient. 

\  have  ]>erformed  the  Q]ittn  oi»ration  four  times  w 
oess.     In  the  third  case  the  child  was  lost.     Before 
th«  (oeial  howl  waa  rVowwi*  «^v>\&  «>V  \«ani'e.v  wi  the  i 
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^vaa  too  great  for  the  enfeebled  child.  The  first  case  did  not 
make  a  quick  recover)*,  as,  in  spit*  of  repeated  warnings,  she 
sat  up  in  bed  on  the  fifth  day  and  septic  infection  of  the  woand 
occurred.  She  ultimately  recovered,  and  two  years  later  I 
delivered  her  of  a  full  time  8  Ih.  child  by  means  of  forcepB  in 
the  Walcher  position.  The  union  lietween  the  symphysia  did 
not  break,  and  she  was  able  to  leave  the  hospital  ten  days  after 
delivery.  In  the  second  case,  there  was  very  great  oedema  of 
the  vulviv  for  some  days  after  the  operation.  In  the  third,  the 
bleeding  was  most  profuse  and  we  had  to  plug  the  spiico  behind 
the  Bymphysis.  It  slowly  granulated  up  and  made  the  oon- 
valescenco  rather  long.  The  child  was  8lill-lM>m.  All  these 
patients  ooold  walk  quite  well  when  they  left  the  hospital. 


L 


CfiSABiAN  Section. 

This  is  a  very  old  operation,  but  it  is  only  within  rocent 
yeai*»  that  it  has  beoome  oomparatively  safe  for  the  mother. 
With  proper  asMiptic  precautions  it  can  now  Iw  done  in  suitable 
oases,  with  even.'  prospect  of  success. 

Indications  for  its  Performance. — The  absolute  indications 
are  pelvic  deformities,  and  soUd  tumours  of  the  pelvis,  or  of  any 
of  the  pelvic  organs,  which  prevent  deUvery  by  the  natural  pas- 
sages. When  the  passage  is  narrowed  to  2i  in.  or  less,  there  ia 
no  uhanoe  of  getting  a  live  child  through,  and  a  craniotomy  is 
very  dangerous  to  the  mother.  Through  a  space  of  2}  in.  it  is 
possible  to  deUver  a  small  child  alive,  but  the  probability  of  its 
surviving  is  not  great.  In  such  a  case  a  craniotomy  oould  be 
done  without  very  much  risk  to  the  mother,  hut  it  would,  of 
course,  he  fatal  to  the  child.  The  unborn  babe  has  its  rights 
as  well  as  the  mother,  and  they  should  he  considered,  though 
always  suhordinator]  to  the  mother's  rights.  In  many  cases 
with  the  conjugate  considerably  above  2f  in.,  the  oj^ratio^i.  \si 
jjorfectly  justifiable,  wliare  the  head  ol  \.\ve  c^iCA  "vfc  x^^'Cv*'^^ 
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\&T^.  This  U  tispeoiatly  the  case  in  t;eaarally  ouDGractad  ; 
In  such  cases  a  man  aocHBtomed  to  abdominal  surreal' 
would,  in  all  pi\>babUity,  select  Cesariun  soctiua  when  the  oi 
was  alive  and  E.he  mother  in  good  condition,  while,  on  the  ot 
hand,  ii  general  practitioner,  unaccustomed  to  surgical  0[)« 
tious.  would  probably  do  well  to  perform  oraaiotomy  oven  o 
live  child.  The  conditions  under  which  thu  operation  ia  ja 
hable  have  all  Ixjen  referred  to  in  dealing  with  Obstroo 
Labours.  It  has  been  recommended  in  oases  of  uuavui<]ii 
htemorrhai^H  and  also  iu  eclampsia,  but  (or  tbesu  conditii 
aione  I  do  not  think  it  should  be  done.  If  they  ware  com] 
oated  with  h  contracted  peUns  or  a  solid  tumour,  then  one  ^ 
be  forced  to  perform  it.  fl 

In  cases  of  obstruction  from  a  tumour  one  can  deal  with  i 
tumour,  ut  the  same  time  removing  it,  alono,  or  along  with  1 
uterus.  Iu  cases  of  usteomalacia  the  disease  can  bo  checked 
removing  the  ovaries  alone,  or  the  uterus  aa  well.  The  quesll 
of  sterilising  the  patient  urises.  This  can  easily  bo  (lon«i 
tying  the  tubes  in  two  places  anrl  cutting  between  the  lifi 
Tying  the  tubes  in  a  single  place  cannot  be  doponded 
This  will  in  no  way  interfere  with  the  menstrual  functioc 
will  effeotually  prevent  future  pregnancies.  The  orarie 
be  removed  or  the  entire  uterus,  but  I  do  not  think  ibis 
be  done  merely  for  the  purpose  of  sterilising  the  pakier 
the  utorus  is  infected  it  certainly  should  lie  romove<l.  lea 
patient  die  of  septioiemia,  but  in  all  oases  in  which  the  ut«i 
is  quite  healthy  I  think  it  should  be  left.  I  cuiaot  agnse  wi 
Herman  that  "except  for  child- bearing;  the  uterus  is  uset« 
it  is  Uablo  to  disease,  and  it  menstruates,  which  is  a,  monll 
iUnesa ".  A  woman  with  her  iutenuU  organs  of  gene 
removed  is  ill-6tted  to  fulftl  her  functions  in  life.  The  qu 
of  sterihsatiou  of  the  patient  is  a  very  diflicult  one  to  deoij 
cases  of  contracted  pelves.  I  have  always  explnin&l  the  nuft 
to  the  patient  and  the  husbaud,  and  have  invariably  (oai 
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wei'e  both,  efipeeially  the  womao,  moetanxioafi  to  have  it  done. 
With  a  single  woman  it  is.  in  one  way,  an  even  more  sorious 
qaestion,  beoaase  if  she  knows  that  she  cannot  again  become 
pregnant,  she  may  afterwarda  recklensly  follow  evil  couraeB. 
Such  oaRcs  shouM  be  left  non-sterilised. 

In  future  pregnancies  there  is  some  risk  of  spontaneous  rup- 
ture of  the  uterus,  but  this  is  not  very  great.  The  operation 
may  he  performed  repeatedly  on  the  same  patient,  but  there 
would  probably  be  slightly  more  risk  in  subsequent  operations 
than  in  ihe  first. 

Time  of  Operation. — Some  operators  jwefer  waiting  until 
the  rtcliifti  labour  has  begun,  hut  this  is  not  necessary.  If 
possible,  the  patient  should  be  under  observation  and  preparation 
ft  week  or  so  before  fuJI  time.  As  soon  as  the  cervix  is  taken 
up,  and  thti  os  will  admit  a  finger,  one  can  Helect  a  Kuitnhle  time 
and  operate.  If  labour  has  come  on,  the  sooner  the  operation 
is  done  the  better  for  the  patient,  as  she  will  be  spared  the 
suffering  and  exhaustion  of  prolonged  lalx>ur.  It  is  better  to 
operate  Itefore  the  membranes  have  ntptured,  and  they  should 
never  purposely  be  raptured  beforehand,  as  is  sometimes 
advised. 

Preparations. — The  patient  should  Ije  prepared  in  exactly 
the  same  way  us  for  an  ordinary  rtbdominal  section.  The 
position  of  the  child  should  be  aaoertained  by  abdominal  pal- 
pation, and  one  should  also  make  sure  that  it  is  alive.  The 
bladder  should  be  emptied  and  the  vagina  thoroughly  cleansed. 
Before  making  the  alidominal  incision,  the  skin,  which  has 
already  been  cleansed  and  sterilised,  should  be  very  thoroughly 
swabbed  with  turpentine,  methylated  spirits,  and  carliolio  lotion. 

There  should  Imj  one  chief  assistant,  one  for  the  anaesthetic, 
one  for  instruments,  one  to  take  the  child,  and  another  for  the 
sponges. 

Instruments. — .\  sharp  and  probe-pointed  bistoury,  scissors, 
diKsecting  forceps,  a  dozen  pressure  forceps,  a  broad  director. 
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three  dozen  long  stmifiht  needles,  threaded  two  on  each  ate 
suture  ;  two  anBurittm  needier,  threaded  with  storilisod  siUc 
lying  the  lube»  if  necessary  ;  a  haU-cuiTed  needle,  tbrei 
with  catgut,  for  stitching  the  abdominal  peritoneum :  and 
worm  gut  sutures  for  the  abdominal  wound.  Fur  cwntirol 
the  htemorrhage  during  the  uterine  incision,  an  ordinary  ji 
vulcanite  pessary,  as  recommended  by  Cameron,  t%  m 
The  uterine  sutures  may  be  silk,  catgat,  or  celluloid 
No  matti^r  how  well  the  silk  is  sterilised^  there  is  frroAt  Li 
hood  of  it  working  its  way  out,  either  through  the  abdou 
cicatrix,  the  bladder,  or  vagina.  It  may  lie  quiescent  for 
and  then  give  trouble.  I  have  had  silk  sutures 
upwards  of  a  year  after  the  operation,  apparently  as 
when  they  were  put  in.  When  silk  sutures  make  tl 
into  the  hiaddnr,  calculi  are  liable  to  form  on  them.  Cat] 
the  udvaulugc  that  it  will  be  quickly  absorbed,  but  the  dit)i< 
of  sterilising  it  ia  very  great,  and  if  the  patient  heoomai 
least  septic  it  will  soften  at  once,  and  allow  the  wound  to  ) 
I  have  now  used  the  celluloid  thread  on  several  oooai 
with  excellent  results,  and  prefer  it.  It  is  said  to  abaorfa 
of  this  I  am  not  sure.  At  all  events  in  none  of  the  caaei 
it  given  any  trouble. 

Sponges  mode  of  gauze  and  thoroughly  sterilised  are  the 
1  use  them  only  once,  ao  about  forty  are  prepared. 

Opening  the  Abdomen. — An  incision  about  fi  in. 
made  in  the  middle  line,  m  high  as  possible,  with  about  |j 
quarters  of  it  above  the  umbilious.  The  bleeding  point^H 
bo  secured  with  pressure  forceps.  Then  open  the  peiwi 
to  the  full  extent  of  the  wound.  The  hand  should 
passed  in  to  fool  how  the  uterus  hes.  It  will  usually 
rotated,  so  that  the  middle  line  does  not  lie  in  the  een 
abdominal  wound.  Straighten  the  uterus,  and  plaoo 
sjiODge  at  either  side  of  it,  to  prevent  blood  or  liquor  am: 
into  the  peritoneal  oavity. 
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Uterine  Incision. — ThiB  may  be  made  longitudinaUy  in  the 
middio  linft,  afl  high  as  posflihlp.  so  at*  to  avnid  tho  Inwer  uterine 
segment,  or  tmuuveruely  acraus  the  top  of  the  fuudus.  I  do  not 
think  tho  transverse  fnndal  incision  possesses  any  advantAges 
over  the  louKitudiaal  one.  Press  the  iwasary  down  firmly  on 
the  uterus,  the  aflsiatant  holdio};  one  side  while  you  hold  the 
other,  then  cut  through  the  wall  quickly.  If  the  placenta  doea 
not  lie  beneath,  the  pessary  will  allow  the  incision  to  be  made 
almost  htoodleasly.  The  membranes  will  bulj^e  into  the  incision. 
Remove  the  pessary  and  quickly  complete  the  incision  upwards, 
with  a  prnbe-pointed  biutoury.  for  from  4  to  4^  in.  If  you  have 
come  down  ou  lo  the  placenta  you  will  cut  into  it,  bat  you  do 
not  require  to  cut  through  it.  Finish  your  incision  iu  the  same 
way.  Now  quickly  pass  your  hand  into  the  uterus  and  grasp 
a  knee  or  foot,  and  turn  the  child  out.  Some  operators  advise 
removing  the  child  head  first,  but  in  doing  this  you  will  he  very 
likely  to  tear  the  lower  part  of  the  wound.  I  have  never  seen 
the  wound  coutmct  and  grasp  the  head.  The  child  can  be  so 
quickly  turned  out  tliat  there  is  no  risk  of  this  happening.  The 
incision  of  the  uterus  and  delivery  of  the  child  should  occupy 
only  about  one  minute.  As  soon  as  the  child  is  turned  out,  the 
assistant  should  grasp  the  uterus  and  bring  it  forwards.  The 
placenta  and  membranes  are  usually  expelled  at  once,  and  if 
they  are  adherent  they  must  be  stripped  ofT.  Make  sure  the 
uterus  is  completely  emptied.  The  edges  of  the  wound  are  now 
rolled  out,  and  bleeding  controlled,  by  the  assistant  grasping  the 
uterus  at  each  side  of  the  wound  between  the  fingers  and  thumbs. 
His  right  hand  will  grasp  the  upper  half  and  his  left  the  lower. 
An  attendant  should  take  the  child  at  once,  tie  the  cord,  and  got 
breathing  established.  Very  many  of  the  children  are  horn 
asphyxiated,  and  artificial  respiration  is  usually  necessary. 
The  deep  uterine  stitches  should  at  once  be  passed.  Begin  at 
the  centre  of  the  incision  and  pass  them  from  within,  including 
the  muscular  and  peritoneal  layer,  bnt  not  the  mucous.  With  two 
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straight  needles  oq  each  suture  tbcy  cun  be  very  qaiokty 
PUcv  tliem  about  \  of  un  in.  apart.  When  they  Ai*enll 
sponge  the  edges  of  the  wound  clean,  compress  the  qta 
hot  spon^eii  to  cauae  it  to  oonlract.  and  then  tie  tlfl 
tight.  Some  operators  udvi^e  a  superGcial  layer  of  tnxi 
the  peritoneum,  but  this  is  not  necessary',  except  in  a  fei 
where  the  peritoneum  has  not  come  close.  Cut  the  Hutq;^ 
and  coFnprcss  tlie  uterus  liet.ween  hot  sponges  if  it  ^^M 
retracted.  If  Ute  patient  U  to  lie  sterilised,  the  tunl 
then  he  tied  and  cut.  The  veins  in  the  broad  Ugatne 
generally  he  found  varioofie,  so  care  must  be  taken 
puncture  one  of  them  in  passing  the  ligatures.  The  pe 
toilet  should  then  )»  completed,  ami  the  abdominal  wounc 
by  stitching  the  peritoneal  layer  wilh  a  continuous  catgnl 
and  silkworm  interrupted  sutures  for  tlie  remaining  laye 
wall  is  usually  so  thin  that  it  will  be  impossible  to  do  i| 
layers.  The  usual  dressing  la  applied  and  a  firm  lundei 
clots  in  tlie  vagina  should  be  cleared  out.  No  dr&inagc 
any  kind  should  be  placed  in  the  cervix.  Neither  %hc 
interior  of  the  uterus  have  been  swabbeil  out  unless  th 
branes  or  placenta  h»l  t)een  adherent.  The  leas  the  ini 
the  uterus  bos  been  touched  the  better. 

The  after-treatment  of  the  patient  is  exactly  the  fl 
after  any  abdominal  section.  Tf  she  has  much  painfl 
be  given  a  small  dose  of  morphia  hypodermically.  ^fll 
should  Iw  drawn  off  in  six  hours  or  so,  and  she  shoul^ 
sips  of  hot  water  from  time  to  time  to  allay  thirst.  1H 
should  be  moved  within  forty-eight  hours,  by  calome 
ftaline.  If  her  pulse  keeps  high  the  outlook  is 
although  the  temperature  does  not  rise  mooli,  but 
keeps  low  yon  need  not  >»  alarmed,  even  although 
ature  should  riae  two  or  three  degrees.  ]f  the  first ! 
hours  ore  passed  without  any  bad  indications,  oud  Uu 
have  beeit  moved,  there  wilt  probably  he  no  fartfac 
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aaxiety.  The  abdotaiual  stitches  should  he  taken  out  in  ten  or 
twelve  days.  If  the  patient  is  able,  she  may  be  allowed  to 
uurae  ber  child.  She  should  be  kept  in  bed  for  about  four 
weeks,  and  before  she  is  allowed  up  she  should  be  fitted  with 
an  abdominal  belt,  which  uhe  should  wear  for  at  least  some 
mouths.  When  the  uterus  is  involuttHit,  it  will  usually  be 
found  to  be  more  or  less  adherent  to  the  btick  of  the  abdonmml 
scar. 

Removal  of  the  Uterus. — This  may  be  necessary  in  certain 
cases,  as  when  there  is  a  tumour  ol  the  uterus,  fibroid  or  mahg- 
nant ;  when  the  uterus  is  Infected,  as  when  attempts  at  delivery 
have  been  made  by  forceps  without  strict  aseptic  precautious ; 
and  in  cases  of  osteomalacia.  Precisely  the  same  operation 
may  he  done  in  cases  of  rupture  of  the  uterus.  I  again  repeat 
that,  except  in  cases  of  osteomalaoia,  the  operation  should  not 
be  done,  unless  oue  feels  sure  it  will  lessen  the  risk  for  the 
patient. 

Porro's  Operation. — Tlie  Hrst  pait  uf  the  opemliou.  up  to 
the  delivery  of  the  child,  is  exactly  the  same  as  already  described, 
only  the  abdominal  incision  should  be  made  priucipally  below 
the  umbilicus.  The  uterus  is  then  turned  out  of  the  abdomen 
and  the  cervix  secured  In  the  lower  unjytle  of  the  wound  by  a 
wrff'  tuxuJ  and  piua.  The  uterus  is  iheu  cut  away,  the  abdom- 
inal toilet  completed,  and  the  wound  closed,  leuviug  the  secured 
stump  of  the  cervix  protruding  iit  the  lower  ani^le.  The  part 
beyond  the  damp  is  killed  and  sloughs  off.  It  is  very  ditiicult 
to  keep  it  aseptic,  and  the  pressure  of  the  clamp  causes  con- 
siderable  discomfort  to  the  patient.  A  hernia  is  very  apt  to 
form  at  the  lower  end  of  the  wound,  lis  this  part  is  naturally 
weak.  When  the  operation  was  inlroduceti  by  Porro  in  lb76 
it  undoubtedly  lowered  the  mortality  markedly,  but  the  newer 
method  to  be  desorihod  is  preferable.  Poiro's  operation  has 
this  advantage,  that  it  can  be  done  very  quickly,  and  t1  does  not 
t-equiie  any  gr«ai  amouiii  of  skill  to  perform  it. 


;66 


CUNtCAL  OBSTETRICS. 


■ 

ion  J 
X  cnl) 


Instead  of   a  serr^  Tuxud  and  pins,  two  ordinary  knitii 
needlea  and  an  elastic  li^tura  may  be  used   to   seoora 
uterine   stump,  as  reoommended    by  the   late   Lawson 
Equal  parts  of  iodoform  and  tannic  acid  make  a  good 
for  the  stump.     It  should  ecparate  in  ten  or  twelve  days.! 

Extirpation  of  the  Uterus. — The  uterus  and  cervix 
entirely  removed,  but  I  think  it  is  preferable  to  leave  the  oen 
as  this  strengthens  the  pelvic  floor. 

The  fii-st  part  of  the  operation  is  the  same  aa  for  ordini 
CeBsarian  section,  only  the  abdominal  wound  should  be  mj 
as  low  as  possible.  When  the  uterus  has  been  emptied, 
elastic  ligature  should  be  passed  round  the  cervix,  to  control ' 
bleeding.  Then  proceed  to  ligature  the  broad  ligamenta 
sections  and  out  them.  One  of  the  ovaries  may  be  loH 
ligaturing  inside  it.  When  you  get  well  down,  incie^ 
uterine  peritoneum  just  above  the  vesicle  fold,  and  strip 
down  in  front  and  behind.  You  can  now  secure  the  uteff 
ortonns  and  then  amputato  the  uterus  by  making  a  V-sb^ 
incisiou,  the  point  of  the  V  bein^  downwards  so  as  to  remov 
wedge  of  the  cervix.  Now  stitch  the  oervioal  stump  with  01 
tinuous  catgut,  then  cover  it  with  peritoneum  by  stitching  1 
anterior  and  posterior  layers  together  over  it.  The  peritoD 
toilet  is  completed  and  the  abdominal  wound  closed  in 
usual  way. 

Risks  to  the  Patibht  in  thb  Okdinakt  oh  Modi 
Operations. 

During  the  performance  of  the  operation  there  is  very  \ 
risk  to  the  patient.     The  bleeding  in  not,  as  a  rule,  very  gn 
and    it   can  easily    Xya   uontrollud.      Subsequent    post-put 
ha-morrhago  is  not  likely  to  occur.     If  the  uterus  do«s 
cou^ct  well  a  hypodermic  of  ergotin'  may  hv  given.      IJhj 
twice  aeen  taUura  o\  'ce%^\rft.\VRfa  owsoa,  -uwftWttS«&ux<^ 
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I  formaaoe  of  artificial  respiratioa.  This  happened  in  my  firat 
oasQ,  jnst  after  I  had  emptied  the  utenas.  Breathing  was 
quickly  restored.  The  other  case  was  much  more  alarming. 
The  patient's  uterus  was  exceedingly  tense,  and  just  as  I  made 
my  first  cut  into  it  the  breathing  stopped.  The  arms  were 
quickly  raised  and  depressed,  hut  the  patient  made  no  efifort  to 
breathe,  and  T  thought  »}ie  was  dead.  In  the  hopes  of  saving 
the  child  I  quickJy  opened  the  uterus  and  delivered  it,  and  the 
mother  at  once  commenced  to  breathe,  and  gave  no  further 
trouble.  The  great  pres^furo  from  the  very  large  tense  uterus 
had  apparently  interfered  with  the  action  of  the  diaphragm. 
The  child  was  alive. 

Shock. — This  is  never  very  great,  and  the  patients  soon 
rally  front  it.  If  the  patient  has  been  long  in  labour,  and  her 
pulse  in  weak,  a  pint  or  two  of  aonnal  saline  solution  should  be 
nm  into  the  peritoneal  cavity  before  the  wound  is  closed. 

Sepsis. — This  is  the  chief  danger,  and  the  stnotest  aseptic 
precautions  must  be  taken.  If  the  patient  can  be  properly  pre- 
pared for  the  operation  for  a  few  days,  there  should  be  very 
tittle  risk.  I  have  never  lost  a  single  case  where  I  have  had 
the  patient  under  preparation  prior  to  operating,  but  unfor- 
ttxnatety  one  carinot  always  manage  this.  If  the  patient  has 
been  in  labour  for  some  time,  and  careless  examinations  have 
been  made,  the  risk  of  sepsis  occurring  is  great.  In  such  cases, 
and  esi^woially  in  those  where  attempts  to  deliver  have  been 
made,  extirpation  of  the  uterus  is  the  safer  oiwratiou. 

Subsequent  Dangers.  —  Intestinal  adhesions  may  give 
trouble,  and  even  cause  obstruction  of  the  bowels.  If  obstruc* 
tion  comeH  on,  the  abdomen  should  be  reupened  and  the  adhesions 
relieved.  If  silk  sutures  are  used,  they  may  make  iheir  way 
out  through  the  soar,  or  through  the  bladder,  or  vagina,  months 
afterwards.  If  a  sinus  forms,  a  bloody  disohu^e  will  come  from: 
it  at  each  menstrual  period.  The  sinus  will  not  close  per- 
manently unul  all  the  suturee  Gom«  «oX,  wA  nJcca  T»a^  >afiftfc 
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months.  As  already  stated,  when  the  sutures  make  thair, 
into  the  bladder,  calcali  will  probably  form  on  them.  As  i 
every  abdomioal  sectioa  the  cicatrix  may  yield  aad  a  ftu 
form,  to  guard  against  this  the  patient  ahoutd  w^fl 
abdomiDal  belt  for  a  considerable  lime.  I  lost  one  of  my  C 
from  rather  an  unusual  cause,  rU..  suppression  of  urii; 
page  438).  So  far  as  I  know  this  is  the  only  case  of  i| 
recorded. 

Post-mortem  Csesarian  Section. — If  a  pre^^Qnat 
dies  undelivered,  the  fujtus  may  live  for  as  long  as  twenty 
minutes  after  the  mother.  When  the  mother  dies  of  die 
there  is  not  much  chance  of  the  fcetus  beinf{  alive,  but  i 
oases  of  suddea  death  from  an  injury,  burn,  etc..  whic^ 
not  aflkct  the  uterus,  the  fcstus  should  be  delivered  by 
the  abdomen,  as  soon  aa  the  mother  is  dead. 


1 


CHAPTER  XUI. 

ACCIDENTS  TO  THE  CHILD  DURING  DEUVEEY. 
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Asphyxia  Neonatorum. — The  endden  change  of  the  foetus 
from  the  wanach  of  the  interior  of  the  uterus  to  the  compara- 
tive ooldneas  of  the  air,  i.e.,  from  a  temperature  of  nearly  100° 
F.  to  one  of  60  or  70°  F..  acta  as  a  powerful  refiex  stimulus  to 
all  the  muscleB  of  the  body,  iacludiug  those  of  respiration,  and 
the  child  quickly  ^&»ym  for  breath,  strugglen,  and  cries.  The 
[daoeulal  circulation  is  at  the  same  time  out  off,  and  the 
accnmulatiun  of  CO.,  in  the  blood  stimolatoH  the  respiratory 
oentre.  If  the  accumulated  CO.j  is  allowed  to  act  too  loug»  it 
paralyses,  instead  of  stimulating  respiration.  Death  will  there- 
lore  follow,  if  breathing  is  not  very  soon  ostabUsbed.  The 
Hustachian  valve  should  close  tlio  foramen  ovale,  us  soon  as 
the  lungs  begin  to  expand,  and  exert  their  aspirating  power 
upun  tbe  blood  in  the  heart.  The  adult  ciiculatiou  is  thus 
established  between  the  right  and  left  side  of  the  heart,  through 
fcbe  lungs. 

As  a  rule,  the  child  gasps  and  cries  us  soou  as  it  is  bora, 
but  in  many  cases  there  is  more  or  less  asphyxia.  Asphyxia 
may  arise  from  interference  with  the  placental  oirculatiou,  u 
from  detachmeui  of  the  plaoenta,  preaauK  %^\v  ^Xi&-s^'0J3R.vMk,  ^n 
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upon  the  cord,  by  the  latter  bein^  prolapsed  or  woand  ro 
the  neck  or  body,  or  by  its  being  oanghi  between  the  heail 
the  blade  ol  the  forceps.  Knotting  of  the  cord,  or  syj 
disease  of  the  ambiUcal  vessels,  would  aiso  interfere 
circulation,  by  narrowing  the  luroen  of  the  vessels.  Whi« 
iMxIy  is  bom  breech  first,  the  stimulating  effect  of  the  ftt^j 
the  body  may  refiexly  cause  the  child  to  attempt  to  gusfH 
the  head  is  still  in  the  passage,  and  it  will  draw  mucus  iott 
air  passages,  which  will  prevent  air  entering  after  the  birtl 
completed.  Children  delivered  by  Ctesariaa  section  aeli 
breathe  at  once.  I  think  the  explanation  of  this  is. 
opening  of  the  abdomen  suddenly  exposes  the  antorior 
of  the  uterus  to  a  temperature  about  30°  F.  lower  Uiaa  j 
before,  and  this  sudden  fall  in  the  temperature  causes  tfa 
to  gasp,  and  fill  its  air  passages  with  liquor  aranii.  In 
case  I  saw  this  had  evidently  happened,  as  breaihia| 
only  be  established  after  the  child  had  been  inverted,  and] 
ounces  of  fluid  emptied  from  its  lungs.  Prolonged  or  M 
pressure  upon  the  head,  during  delivery,  may  cause  as|^yxi 
paralysing  the  centre  in  the  brain.  It  may  arise  from 
abnonnality  in  the  child,  such  as  a  patent  foramen 
atresia  of  the  pulmonary  artery,  which  will  prevent  thd 
passiug  into  the  lung.  An  enlarged  thyroid  or  th}-i 
direct  pressure  upon  the  trachea,  would  also  oausd  it. 
child  were  exi)elltid  with  the  membranes  unmptured, 
a  caul  completely  covering  the  head,  it  would  bu  asphyi 
the  membranes  were  not  speedily  ruptured.  A  perfectlyS 
child  might  easily  be  asphyxiated,  even  after  bre«thiDg 
been  established,  if  it  were  carelessly  placed  so  thai  it« , 
prcftKod  against  the  bedclothes  or  pillow.  Among  tbd 
classes  the  lives  of  many  children  arc  lost  in  this 
"  overlaying  "  as  it  is  called,  it  is  too  often  the 
drink,  the  intoxicated  mother  either  lying  on  her  ohi 
uluseljr  preuing  it  lo  her  aide  as  to  smother  it. 
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Aaphyxia  ueouatoruui  in  usually  divided  uito  two  Binges  : — 

1.  Asphyxia  Livida.— The  child  is  livid  in  colour  from 
accumulation  of  CO^  in  the  blood.  The  heart  is  beating  strongly, 
and  the  reflexes  are  present.  You  may  see  this  typically  when 
the  cord  has  been  round  the  neok.    The  prognosis  is  favourable. 

2.  Asphyxia  Pallida. — The  child  is  limp  and  pallid.  The 
licart  is  beating  feebly  and  slowly,  and  the  reflexes  are  quite 
aboUfihed.     The  prognosis  is  unfavourable. 

Treattneytt. — In  every  case,  as  soon  as  the  child  Is  bom,  its 
nostrils  and  mouth  should  be  cleared  of  mucus.  A  convenient 
way  to  do  this  is  to  lift  it  by  the  feet  and  insert  a  finger  into 
its  mouth.  A  smart  slap  or  two  on  the  buttocks  will  cause  it 
to  gasp  and  cry,  under  ordinary  circumstances.  In  a  case  of 
asphyxia  Hvida  out  the  cord  at  once,  and,  before  tying  it,  allow 
a  few  drachms  of  blood  to  escape,  then  proceed  to  do  artiiicial 
respiration.  Combined  with  artificial  respiration  you  may  use 
alternate  hot  and  cold  baths.  Any,  or  several,  of  the  different 
methods  of  performing  artificial  respiration,  t»i£.»  Sylvester's, 
Marshall  Hall's,  or  comprensiu^  and  expanding  the  chest  by 
doubling  up  the  infant  and  then  sLraightcning  it  out,  may  be 
tried.  Schultze's  method  is  about  the  best.  Qrasp  the  infant 
in  your  hands,  no  that  your  two  jkiIitis  Uh  on  its  tuck  and  your 
thumbs  over  the  top  of  the  clavicles,  against  the  front  of  its  chest. 
The  back  of  its  head  should  lie  between  yotir  wrists,  whiob 
support  it.  See  that  your  hands  are  not  slippery,  and  that 
you  bave  a  good  firm  grip,  so  that  there  will  be  no  danger  of 
the  child  flying  out  of  your  hands  when  you  swing  it.  It  is 
well  also  to  see  that  there  is  no  meconium  escaping,  or  you 
may  bespatter  your  own  face.  The  first  movement  is  to  invei*t 
the  cliild,  and  compress  its  chest  willi  your  thumbs,  lo  e-xpel  tlie 
mucus  from  the  paMages.  Then  swing  the  body  downwards, 
and  this  movement  n-ill  ex]Mnd  the  ohest,  and  oause  air  to  enter, 
even  although  the  child  should  be  dead.  Then  swiug  tlie  body 
back  and  comprese  the  cheet  again  to  expel  the  air  from  it,  and 
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repeat  the  downward   movement  again,  aud  so  on 
ohUd  breathes  aalurally.     The  movements  should  not 
too  quickly.     AI>out  6fteen  times  per  minute   is  (as( 
As  I  have  already  mentioned,  the  heavy  liver  draj^  so 
ir^  8U«peniiory  ligaraeui  during  the  downwaixl  swing  of  tfie 
that  it  muy  cuufie  a  haamorrhage  into  the  capsule  of  the  oi 

Direct  inflation  of  the  lunge  through  a  catheter  passed 
the  trachea  in  Bomctimes  done,  but  it  is  not  easy  to  p 
catheter  through  the  narrow  glottis.  An  easier  method 
blowing  intu  the  child's  mouth,  cloaing  the  DoatriU  witl 
finger  and  thumb  of  one  hand,  and  compressing  the  sM 
witih  the  other  baud.  A  clean  handkerchief  should  he  pi 
over  the  child's  mouth,  then  take  a  deep  inspiratiou  Awd 
the  firnt  part  into  the  mouth  through  tt. 

Traction  upon  tlie  tongue  is  useful  in  Bomeoasea. 
proceeding  among  elderly  women  is  to  rub  the  ohii 
with  apirits.  .\  little  may  be  rubbed  inaide  the 
best  form  of  stimulant  ia  a  hypodermic  injection  of  stry 
using  not  more  than  i^o  (>f  A  grain.  It  stiiuulaten  the  1 
and  also  the  respiratory  centre,  so  is  most  useful  in  as{A 
pallida.  Care  must  [>e  taken  not  to  give  too  lari^e  a  dow 
have  known  ^^f  of  u  grain  giveu  by  mistake  cause  oonvuli 
It  oertainly  made  the  child  breathe,  but  an  enema  of  chlomi 
to  be  given  to  stop  the  oonviilsions.  The  child  did  well  st 
quently,  but  the  couvulsions  were  rather  alarming. 

Asphyxia  Pallida  is  a  much  mora  difficult  oonditioti 
with.  If  tile  oord  is  pulsating,  do  not  out  it  at  onoe. 
the  child  and  clear  its  air  pas.iage9  and  rub  It  briskly. 
tie  and  cut  the  oord.  Put  the  child  into  a  hot  bath,  And  the 
artificial  respiration  by  tlie  Schultze's  method.  In  these  « 
use  strychnine.  ^ 

One  should  persevere  with  artifioial  re8[Mratioa  aoloog^ 
bean  is  boating,  but  when  the  heart  basi  once  stoppwi  qoIj 
^rill  do  any  ^oud.     Vu  luuaa  qV  th^i^^-^^  ^'^ida  the  coid  ma 
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untied,  uad  a  few  drachms  of  blood  allowed  to  flow  out,  ao  ae  to 
reliovfl  thn  cnf^orgoinent  of  Ihc  hewt. 

Must  brealhiog  is  established  the  child  iiiust  lie  kopt  very 
warm,  and  loosely  ^Tapped  up,  to  allow  of  a  free  play  of  the 
chest  wall.  If  it  is  \ve»kly  it  should  be  ^ren  4  or  fi  dropo  of 
brandy  in  water,  every  few  hours. 

Intra -uterine  Fractures  occasionally  occur,  hat  in  the 
majority  of  cases  fmotures  are  caused  during  delivery.  The 
bones  of  the  legs,  arms,  and  shoulder  girdle  are  those  which 
most  frequently  suQcr  from  fracttu^  or  dislocatiou,  but  the 
cervical  spine  is  sometimes  dislocated  in  delivering  an  afber- 
ooming  head.  The  lower  jaw,  too,  is  occasionally  dislocated 
or  fraoturod  in  the  same  method  of  delivery. 

Case  of  Intra-nUrine  Fracture  of  the  Skull. — Mrs.  G.,  viii.- 
para,  tot.  thirty-five  ;  full  tiuie.  Ou  3rd  September  the  patient 
slipped  aiul  fell  on  her  back  while  hanging  up  clothes.  She 
fell  on  a  stool,  which  struck  her  on  the  right  lumbar  region 
behind.  She  felt  sick  and  faint.  After  this  the  f(£tal  move- 
ments were  less  frequently  felt.  She  volunteered  the  state- 
ment that  it  was  only  when  turning  frum  sidu  to  side  she  felt 
any  movement.  On  7th  September  labour  pains  commenced, 
and  at  10  a.m.  the  membrancB  niptured,  and  a  lot  of  dark  tarry 
blood  escaped. 

OaoduiissioD.  about  six  horn's  later,  the  breech  was  felt  well 
engage<t  in  the  pelvis.  The  liack  of  the  child  lay  to  the  front 
on  the  right  side.  Ou  palpating  the  head  at  the  fundus  it  was 
felt  to  be  peculiar,  but  the  exact  oundltion  oould  not  be  made 
out.  The  breech  was  born  naturally.  The  after-coming  head 
came  away  without  dithculty.  A  oonsidenvble  amount  of  dark 
clot  and  the  placenta  came  away  with  the  child.  The  child,  a 
male,  weighed  9  lb.,  and  was  quite  dead.  There  was  no 
maceration.  Over  the  region  of  the  right  parietal  bone  a 
apoon-fihapod  depression  was  noticed,  and  at  the  lower  edge  of 
the  parietal  n  ridge  was  felt,  that  say;f^tA<d  ^.VtwtVin^- 


'A'  Bnsrpr  rui]^  i 
could  be  made  out 
the  scalp  a  small  hrami 
of  the  right  parietal,  al 
angle.  A  very  distinct! 
its  largest  diameter  aadl 
part,  was  seen  on  the  pad 
latter  with  the  aquainoual 
suture.  The  skull  was 
Below  this  was  a  semi-lul 
about  ^  of  an  in.  in  length  i 
was  only  dura.  Examinat 
tttion  at  the  suture  betwea 
bones  and  the  iiquamous  ] 
easily  depressed  below  the 
It  was  this  that  had  given 
examination. 

"  On  opening  the  skull  t 
There  were  several  extra 
lol>ef>of  thecerebnun,  nvoi 
in  the  base  of 
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with  obstruuted  labours,  1  have  olre&dy  mentiondd  depressed 
fractures  of  the  ^kull  from  the  pmssurp  o/  the  prnmontary. 
This  may  occui-  when  delivury  isutTeoted  by  aatura,  buti  ia  luiiuh 
more  liable  in  difficult  artificial  deliverie<4.  The  position  of  the 
depression  varies,  but  ii  is  usually  in  the  anterior  part  of  the 
patietal  bone,  or  on  the  frontal.  If  it  is  on  the  frontal  the  eye 
of  that  side  will  be  bulged  forward,  and  there  may  be  htemor- 
rhage  into  the  back  of  the  orbit,  fn  the  ordinary  spoon-shaped 
depression  the  bone  is  merely  bent  in  or  depressed,  and  it  can 
usually  be  raised  by  applying  pressure  obliquely  to  the  head, 
as  suggested  by  Dr.  Munro  Kerr.  If  the  bone  is  fractured 
however,  you  cannot  raise  it  in  this  way.  When  tliere  is  an 
actual  fracture  the  brain  may  be  lacerated,  and  there  he  con- 
siderable hiemorrhage.  In  some  cases  you  find  tnarked  htemor- 
rhago  without  auy  actual  fracture. 

Prognosis. — If  there  is  an  actual  fracture  with  hiemoiThage, 
with  or  without  a  brain  lesion,  the  child  will  probably  die 
within  a  few  honrs  or  days.  When  there  is  only  a  dopression, 
even  although  it  be  a  marked  one,  the  child  will  probably  Uvo, 
but,  if  the  depression  does  not  rise,  there  is  great  risk  of  imbecility 
or  epilepsy  developing. 

Traattnent . — The  ordinary  spoon-shaped  depression,  if  it  is 
left  alone,  usually  rises  of  itself  after  a  short  time,  but  more  or 
less  permanent  depression  may  be  left.  In  all  cases,  pressure 
Bboutd  at  ouce  be  applied  oblitiuely  to  the  head,  and  in  many 
oases  the  depression  will  thereupon  disappear.  If  it  docs  not 
disappear  an  incision  should  be  made,  with  aseptic  precautions, 
down  to  the  dnra  mater  near  the  edge  of  the  bone,  and  a  prol>e 
or  periosteum  elevator  introduced,  between  the  dura  and  bone, 
to  lever  up  the  depreasioD.  The  opening  through  the  bone 
should  not  be  made  at  the  suture,  because  the  dnra  is  adherent 
there,  and  you  wish  to  avoid  injuring  it. 

Com  I.  Fracture  of  the  Left  FrmUai  Bone  with  Laceration 
of  thf  Brain  attd  Bamorrhage. — The  molhet'ft  TjeX-sS*  •«»»  <=«:kv- 
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uoa 

i 

0/ 


ACCIDENTS  TO  THE  CHILD  DURING  DELIVERY        577 


I 


of  the  forceps,  fts  well  as  an  effusion  of  dark,  venous  blood,  of 
moderate  size,  lying  over  the  tentorium  on  both  sides." 

Case  III.  Deep  Depre$8ion  of  the  Left  Frontal  Bone  Treats 
by  Inciiion  and  Elfiration. — The  mother  of  the  child  was  a 
small,  rickety  woman.  She  said  that  she  did  not  walk  until 
she  was  seven  years  of  age.  Uer  Ic^s  were  not  markedly 
deformed.  The  pelvic  diameters  were  as  follows  :  Intercristal, 
10}  in.  ;  interspinous,  9^  in.  ;  diagonal  conjugate,  4  in.  The 
true  conjugate  would  thus  be  about  3^  in.  Her  first  child  had 
been  delivered  by  means  of  forceps.  In  this,  her  second  con- 
Bnement,  the  head  had  presented 
well  flexed  with  the  occiput  bo- 
wards  the  front  and  left.  The 
head  was  partly  moulded  into, 
but  bad  not  passed  the  brim. 
I  gave  chloroform,  and  Dr. 
Harrin^'ton,  one  of  my  residents, 
applied  Milne  -  Murray's  axis- 
tnbction  forceps.  He  had  to  use 
oonHi<]erable  traction  force,  and, 
as  the  head  passed  the  promon- 
tory, we  were  both  aware  of  a 
thud.  The  child  soon  cried  and  seemed  to  suffer  no  inooo- 
venience  from  the  very  marked  depression  of  the  left  frontal 
bone  (see  fig.  45).  I  applied  very  firm  pressure  to  tho  head, 
bat  failed  to  raise  the  depression.  As  the  patient  tired  in  a 
single  room,  and  the  surrouudlags  were  anything  but  sanitary, 
I  decided  to  leiive  the  child  until  the  mother  could  accompany 
it  to  the  hospital. 

The  mother  made  a  normal  recovery,  and  she  and  the  child 
were  admitted  to  tho  Maternity  Hospital  on  23rd  August.  The 
child  was  quite  well,  but  the  depression  in  the  bone  had  not 
risen  at  all.  On  24  th  August,  after  Dr.  Lindsay  bad  taken 
photogmphs  and  made  a  cast  of  halt  o\  Oafe  Vi!S!»A,"V  teS^fcfc'wS*. 
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Fm.  46.— Deep  depression  ol  the 
left  frontal  bone,  cfttised  by 
the  prumoQtory,  relieved  by 
incision  and  elev&cion. 
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The  depression  had  lessoned  coosidoiubly  by  the  tuue  of  dis- 
missal. As  to  the  final  result,  I  uAnuot  say  anything,  as  I 
never  saw  the  child  a^ain. 

Fracture  of  the  Long  Bones.— One  or  both  femora  may  be 
broken,  in  doiti^  version,  or  in  dnliverinn  an  impacted  breech  by 
traction  in  the  gi-oin.  If  a  blutit  hook  is  used  for  the  latter 
purpose,  a  fntoture  is  likely  to  occur.  The  fracture  may  be 
through  the  shaft,  or  a  separation  of  the  epiphysis. 

Treahnenf. — It  is  ditlioult  to  put  a  lonjj  splint  on,  as  the 
natural  position  of  the  child  ia  to  lie  with  its  legs  drawn  up 
duinng  the  tirst  few  days  of  life.  If  a  long  splint  cannot  be 
applied  you  luay  apply  extension  to  hiolh  le^s.  by  tneans  of 
small  weights  over  pulleys,  so  arranged  above  tlie  child  that,  as 
it  lies  on  lis  back  in  its  crib,  both  legs  are  drawn  up  at  right 
suites  to  its  IkkIv.     Union  takes  place  very  quickly. 

Fracture  of  the  Clavicle  umy  be  caused  when  you  are 
relieving  an  arm,  or  making  ti-aotion  to  deliver  an  after-coming 
head. 

Ttfattnent.—Pnt  the  arm  up  in  the  usual  way,  fastening  it 
securely  to  the  chest  with  strips  of  plaster. 

Fracture  of  the   Humerus. — This  is  usually  caused  in 
relieving  the  arm   frcuii  above  the  head.     When  the  arm  is 
displaced  to  the  liack  of  the  head,  one  may  require  to  do  ii  < 
deliberately  to  save  the  child. 

TrtuUnieiit. — You  may  put  small  splints  on,  but  the  arm 
should  also  be  firmly  l>ound  lo  the  side  of  the  chest. 

Injuries  to  the  Soft  Parts. — The  scalp  may  be  injured.  I 
have  knowu  it  to  be  wounded,  in  an  attempt  to  rupture  the 
membranes  where  they  were  alreatly  ruptured.  If  a  cut  is 
made  into  the  scalp,  it  may  extend,  and  a  oonsideruble  portion 
be  peeled  otT,  as  the  head  is  coming  through  the  pelvis.  In 
cai*eful  hands  such  au  accident  should  uot  happen.  The  skiu 
should  bo  replaced  and  stitched  at  once. 

lu  face  casus  the  eyes  may  be  injured  by  rough  examinatiou. 
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In  delivering'  with  high  foiY»p8,  ooe  blade  usuaUy 
or  near  the  oye.  In  the  vast  majority  of  cases  no  iiijui^ 
but  occaaioually,  especially  with  badly  made  instruraei 
eye  may  be  destroyed.  I  have  known  complete  eniD 
happen.  In  a  flat  pelvis,  however,  the  eye  may  be  j 
not  by  the  blade  of  the  forceps,  but  by  the  presBOre  of  i 
niontory  causin)^  a  fracture  of  the  frontal,  extending  ii 
orbital  plate.  In  inany  caaen,  subconjunctival  hffimo 
will  be  seen,  even  after  normal  deliveries.  In  »onie 
deliveries  you  find  hfemorrhage  into  the*  hack  of  the  c 
into  the  eyelid,  and  occasionally  into  the  anterior  chai 
the  eye.  The  heemorrhagei)  are  usually  absorbed  in 
short  time. 

I  have  already  refeiTed  to  the  occurreQce  of  comeifl 
during  difficult  deliveries.  In  the  twenty-second  roluort 
Trannactions  of  the  Ophthaitruthtjical  Sffciety  the  first  b 
oases  observe*]  will  be  foimd  recorded  by  Dr.  W.  Ernest 
son.  Ophthalmic  Surgeon  to  the  Glasgow  Maternity  S 
who  has  been  investi^ting  the  condition.  In  additioc 
cases  reported,  1  have  seen  several  others.  In  all  oosea  0 
there  was  a  distinct  band  of  opaoity  in  the  vertical  axil 
eyes,  in  addition  to  the  less  marked  ^neral  opacity.  In 
the  cases  the  opacity  olenred  up,  but  there  was  usually 
scar  left  la  (he  vertical  axis.  lu  one  of  the  first  oasea 
dense  opacity  of  the  whole  cornea  remained,  so  lon^  a«  I 
was  under  observation,  and  it  seemed  as  if  it  would  bo 
nent.  The  cause  of  the  opacity  was  evidently  the  pra 
which  the  oye  wns  subjected  durin^  delivery,  but  l 
pressure  acted  was  not  very  clear.  The  following  case 
occurred  quite  recently,  has  thrown  some  light  upon  I 
ject,  and  has  furnished  us  with  the  probable  explanatioi 
A.  M.,  i.-pani,  i£t.  nineteen,  full  time;  delivered  I 
traction  forceps  in  the  Wulcher  position.  The  patieot' 
waa  a  tj'picaUy  flat  one,  with   the  followinf;  mcMon 
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InterspinouK  diumetdr,  9;^  in.  ;  interoristal,  9A  in.  ;  diagonal 
conjugate,  4  in. ;  true  coajugate  (by  direot  measurement).  3} 
in.  Delivery  was  effected  in  the  Walcher  position.  The  child, 
a  female,  weighed  7]  lb.  Its  heart  beat  for  a  considerable  time 
Ucfter  birth,  but  it  could  not  be  resuHoitated.  A  very  marked 
opacity  was  noticed  in  the  right  eye.  Both  eyes  were  removed 
and  Drs.  W.  Krnest  Thomson  and  Leslie  Buchanan  examined 
them  niicroscopioally.  They  found  that  the  posterior  elastic 
lamina  of  the  cornea  was  ruptured  in  several  places,  and  that 
there  was  a  certain  amount  of  laceration  of  the  posterior  layers 
of  the  corneal  tissue  proper.  A  full  repoit  of  the  condition  will 
he  published  by  Dre.  Thomson  and  Buchanan.  The  opacity 
seemetl  to  be  due  to  the  aqueous,  acting  upon  the  oomeaK 
tissue.  The  fractures  in  the  posterior  elastic  lamina  are 
vertical  in  direction,  and  hence  the  vertical  bands  of  dense 
opacity. 

Pressure  upon  Nerves.  -The  iacial  nerve  is  very  frequently 
pressed  upon  hy  the  blade  of  the  forceps,  at  its  point  of  exit  from 
the  skull,  and  as  a  result  one-sided  facial  paralysis  is  very 
oomroon.  As  a  rule  improvement  l>egiDS  within  a  few  hours, 
and  in  a  day  or  so  the  child's  face  will  be  quite  straight.  I 
have  occasionally  seen  the  paralysis  persist  for  a  week  or  two. 
In  such  cases  there  had  probably  Iwen  some  hsemorrhage  into 
the  nerve  sheath  or  round  it  iu  the  foramen. 

Pressure  upon  the  brachial  plexus  sometimes  occurs  in  injury 
or  dislocation  of  the  head  of  the  humerus.  The  plexus  itself 
may  l)e  injured,  without  any  apparent  injury  to  the  joint.  The 
paralysis  gradually  passes  off,  but  a  certain  amount  of  permanent 
damage  may  remain. 

Haemorrhage  into  the  Brain  or  its  Membranes.  —  In 
fracture  of  the  skull  this  is  apt  to  occur,  but  you  may  have 
httuiorrhoges  without  fracture,  especially  in  diHicult  bead-last 
labours.  These,  U  they  are  st  all  serious,  may  cause  the  death 
of  the  child  during  delivery,  or  very  shortly  aft«nviu*d8.     Thei^ 
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CHAPTER  XLin. 

ABNORMALITIES  AND  DISEASES  OK  THE  NEW-BUHN  CHILD. 

Club  Feet — Iraperiorate  Anoa — H>-po«p«dlaa — Com— Diftioulty  ol  Mjcturi- 
tioa — Htiortootu^  of  the  FViiftmui  I.ioguiif—JftuDdire— Thrush — Diii- 
chArge  of  Blood  frum  the  Vagina — EugorgemeuL  of  ihp  BruastM — 
<)phtli6lrot5  Nwdifti^jruDi  —  Krylhomii  aud  Intertrigo  —  Syphilitic 
BruptioDd — I'mupliigim  Neotiatonim — Canes — HiPUioirbage  from  the 
Card— TctaiiUK  Neonatonira— Spptic  Infection —Nou-closurc  o(  the 
ForamoQ  Ov&le — Sploa-hlflda — Sudden  Death  of  the  Child— Con- 
vuUluus. 


Thrre  are  many  ahnormalitieH,  such  aa  those  arining  from 
i[itra-uterine  Hniputaliuna,  want  ot  development  of  bones,  ex- 
troversion of  the  blattdor,  etc..  which  are  int«reRtine,  but  which 
cannot  lie  treated,  ho  we  lihaU  nut  deal  with  theni  in  this 
work. 

Club  Feet. — When  a  ca»e  of  tins  occurs,  the  mu^c  should 
be  instructed  to  sti-uighteu  the  feet  and  nuwmge  the  faulty 
inu8cle»  Hoveral  times  daily,  With  perseverance  and  care  even] 
the  worst  cases  can  be  improved  very  much.  The  feet  are  too 
HUtiiU  for  the  use  of  splints,  except  in  talipes  calcaneus.  I  h&ve 
(completely  uured  a  case  o(  that  kind  in  a  few  weeks,  by  massage 
ami  the  use  of  ninall  splints  with  fo<:it  pieces. 

Imperforate  Anus. — If  a  child'n  bowels  have  not  moved 
wiihiu  a  few  houn*  of  its  birth,  a  careful  examination  of  the 
rectum  should  be  made.  Mere  inspection  will  not  do,  as  the 
anus  may  he  all  right  and  yet  the  bowel  be  completely  obstraoted 
ab<3iit  half  an  inch  up.  Pass  i<he  little  liuKeriu,  to  feel  if  there 
is  any  oly<tniuuon.     If  there  is  nu  obstruotion  a  small  dose  of 
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CAStor  oil  may  be  given,  but  oil  should  never  be  administexeJ 
unless  you  have  made  sure  there  is  no  obstruction. 

Treatment. — An  imperforate  anus  should  be  operated  on  »i 
once.  An  incision  should  be  made  in  the  position  of  the  aniu, 
and  H  careful  dissection  carried  up,  until  the  blind  eDd  off  the 
rectum  is  reached.  This  should  be  opened  into.  Thepyfa 
always  a  great  tendency  for  the  opening  to  ooDtract,  and  i(^| 
have  to  be  dilated  daily  with  a  bougie.  When  the  ohild  geb 
older,  if  the  tcndonoy  to  oontraob  continues,  it  will  be  advia 
to  have  the  constricted  portion  of  the  bowel  excised,  &» 
ordinar}'  excision  of  the  rectum. 

In  some  oases  it  is  impossible  to  find  the  blind  end  of^ 
bowel  from  below.  The  Higmoid  should  then  be  opened 
through  the  abdomen,  to  give  reUef  for  the  time  being,  and  alter 
the  child  has  got  a  little  stronger,  a  probe  may  be  passed  down 
to  enable  you  lo  find  the  rectum  from  below. 

Hypospadias. — In  a  case  of  this  kind  the  genital  organs  at 
the  male  closely  resemble  those  of  the  female,  and  if  a 
examination  is  not  made  a  mistake  may  easily  arise, 
male  may  be  actually  registered  as  a  female  child.      A  oase  i 
this  kind  has  recently  come  under  my  observation. 

The  child,  a  supposed  female,   when  a  fortnight  old 
brought  to  me  by  the  midwife  who  bad  attended  at  the  bir 
as  it  was  tongue-tied.     The  midwife  asked  me  to  look  at  tiv 
genital  organs,  as  they  were  larger  than  usual.      I   found  thai 
what  the  midwife  and  the  mother  had  taken  for  somewhat  en- 
larged female  genital  organs,  were  really  a  divided  scrotum  with, 
a  testicle  in  each  side.     What  they  had  taken  for  the 
was  merely  a  shallow  depression.      The  pouis  reseml 
somewhat  broadened  and  enlarged  cUtoris.     As  the  child 
already  been  registered  as  a  female,  it  was  necessary  to  apply ' 
to  the  shorifif  for  a   warrant  to  have  the  entry  changed, 
such  cases  it  is  rather  awkward  when  the  discovery  of  the 
sex  is  not  made  until  the  age  of  pubeity  is  reached.     In  i 
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oase  it  was  fortunately  made  early.  The  midwife  was  a  very 
competent  womaa,  and  had  atteaded  ihousaads  of  oaees,  both 
in  connection  with  hospital  and  private  work,  and  yet  ahe  w&a 
aiislod  by  the  strong  resemhianoe  the  organs  had  to  those  of  a 
female. 

In  such  case»  it  is  of  the  utmost  importance  to  definitely 
settle  the  question  of  sex,  so  a  very  careful  examination  should 
he  made. 

Difficulty  of  Micturitioa. — In  tx)ys,  if  the  foreskin  is  long 
and  adherent,  it  may  close  the  meatus,  and  cause  retention  of 
urine,  or  great  diffioulty  of  niicturition.  The  foreskin  may 
require  to  be  slit  up.  and  in  acme  oases  a  probe  may  have  to  be 
passed  into  the  bladder.  In  some  cases  there  may  be  very 
httle  mine  excreted  for  the  hrst  day  or  two,  and  what  little 
is  passed  may  oause  the  child  oonsiderable  pain.  At  birth 
the  tubules  of  the  kidneys  often  contain  deposits  of  uric  acid, 
and  this  causes  the  scanty  excretion  and  pain  in  micturitioD. 
The  child  should  be  given  hot  water  to  drink,  and  10  min.  doses 
of  sp.  teth.  nitrosi.  A  hot  hip  tmth  from  time  to  time  will 
stimulate  micturition  and  relieve  the  pain. 

Shortness  of  the  Fraenum  Lingux. — This  condition  is 
occasionally  seen,  but  is  not  so  common  as  many  nurses  make 
out.  If  the  tongue  is  tied  to  the  tip.  the  child  will  not  be  able 
to  fluck  properly.  The  frjenum  t^hould  be  snipped  and  torn 
back  with  the  finger-nail.     The  bleeding  is  usually  insignlEcant. 

Jaundice. — A  slight  amount  of  jaundice  is  vent'  common. 
It  is  due  to  the  rapid  destruction  of  the  red  blood  corpuscles 
which  takes  place  in  the  first  few  days  of  life.  It  paaaes  off 
in  a  short  time,  but  one  occasionally  sees  a  case  where  the 
jatmdice  is  very  deep.  It  is  usually  seen  in  weakly  children, 
especially  premature  ones.  They  very  often  die,  In  some 
the  bite  ducts  in  the  Uver  will  be  found  occluded.  Syphilitic 
disease  of  the  Uver  may  also  be  found. 

TreatiMHt. — Small  doses  of  grey  powder  or  calomel  give  thft 
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best  lesultB,  but  if  there  ia  oooluaioa  of  the  duota  in  I 
nothing  will  do  any  good.  fl 

Thrush. — The  tongue  and  mouth  of  the  child  H 
become  coated  with  a  white  fur.  This  ta  most  frequen 
in  bottle-fed  ohildrea  whose  bottles  are  not  kept  the 
clean.  The  cause  is  the  growth  of  the  fungus  oidium  i 
It  is  apt  to  derange  the  child's  digestion  and  bring  onj 
In  common  parlance,  the  thrush  is  said  to  pass 
child. 

Treatmmt. — Apply  glycerinum   boracis  to   the 
tongue,  and  aee  that  the  bottles  and  teats  ore  kept  ak 
clean.     A  few  doses  nf  grey  powder  and  bicarbonate 
are  very  uiwful.     Borax  and  honey  is  the  common 
hut  the  honey  forms  rather  a  good  medium  for  the  gi 
the  fimgus. 

Discharge  of  Blood  from  the  Vagina. — This  is  i 
common,  but  is  seen  ever>-  now  and  again.  By  some  j 
to  be  purely  a  vaginal  discharge,  but  it  possibly  may^fl 
In  one  case  I  examined,  it  certainly  &a 


lum  I 
ondi 

i 


It  is  of  no  consequence,  and  wi 


the  uterus. 
within  tlie  hymen, 
a  day  or  two. 

I  have  occasionally  aeeu  a  discharge  of  blood  from 
If  It  is  associated  with  the  condition  of  hiL'uiophilia^ 
will  probably  die.  1  have  seen  one  case  of  this  dis^J 
there  was  hsemorrhage  from  all  the  nmcous  membmi 
into  the  joints  and  ditferent  ports  of  the  body.  It  i 
fattt). 

Engorgement   of   the   Breasts. — This  is   ver 
eciually  8"  in  Ixjth  sexes,      \  tnilky  tltiid  can  be  expr 
the  nipples.     T)ie  breasts  are  hai-d  and  painful.      If 
left  alone  the  condition  will  soon  subside,  but,  anforl 
mothers  and  nurses  will  persist  in  squeezing  the  mtt| 
then  suppuration  frequently  occiirB.  V 

Tffatvicnt. — A  pledget  of   wool  should  be  platted 


1 
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breast,  under  the  cliild's  binder,  to  promote  absorption.  If 
suppuration  occurs,  a  free  incision  muBi  be  made,  or  tbe  pus  will 
burrow  deeply. 

Ophthalmia  Neonatorum. — During  the  earlier  part  of  foetal 
life,  the  eyelids  are  united  by  their  margins,  and  this  prevents 
anything  entering  the  conjunctival  sac,  but,  by  the  time  the 
fcetuB  is  viable,  thia  uaioa  baa  disappearml.  During  labour  the 
lids,  as  a  rule,  remain  closed,  but  they  may  be  easily  separated, 
especially  in  face  cases  and  those  delivered  by  instruments. 
If  they  are  opened  during  the  passage  of  the  bead  through  the 
vagina,  the  vaginal  secretions  are  sure  to  find  entrance  into  tbe 
conjunctival  sac.  In  the  majority  ul  cuses,  however,  the  lids 
arc  only  separated  tifler  the  head  is  born,  and,  as  the  eyelashes 
and  margins  of  the  lids  an*  covered  with  the  secretions,  the 
infective  material  then  gains  entrance.  If  in  man.  as  in  some 
of  the  lower  animals,  the  eyelids  remained  closed  for  some  days 
after  birth,  the  risk  of  ophthalmia  occurring  would  he  exceed* 
ingly  small.  As  it  is.  by  careful  washing  of  the  lidi<  as  soon  aa 
tiie  head  is  born,  the  risk  of  infection  can  be  minimised. 

In  about  two-thirds  of  the  cases  of  ophthalmia  neonatorum 
the  gnnococcus  is  found  in  the  discharge,  and  in  the  other 
oases,  which  are  of  a  milder  type,  other  bacilli  have  been 
demonstrated. 

Tiftie  of  Omei. — ^The  symptoms  usually  begin  to  manifest 
themselves  ou  tbe  seoond  or  third  day.  but  cases  are  ocoaaion- 
ally  seen  where  the  disease  is  aotive  at  birth.  I  have  seen  one 
case  where  pas  was  present  in  the  eyes  when  the  child  was 
bom.  If  the  onset  is  delayed  beyond  the  fifth  day,  the  infec- 
tion has  not  taken  place  during  labour,  but  has  been  conveyed 
to  the  eyes  through  the  medium  of  oontaminated  towels, 
sponges,  etc.  I  have  several  times  seen  cases  of  this,  where 
the  infant's  eyes  were  infected  from  the  eyes  of  other  children 
in  the  bouse,  and  in  one  very  virulent  case  the  infection  oame 
from  the  mother's  eyes. 


f^ltied  ^elHer     H  the  li 
retaiued,  and  on  forcing 
palpebral  conjunctiva  I: 
protrudes  as  a  bright  red 
you  wiU  have  difficulty  in 
bleeds  easily.     In  most  cal 
Che  ooae  is  neglected,  ulcei 
if  the  utmost  care  is  not 
destroyed. 

Prognosis, — If  a  OMe  is 
adopted,  a  cure  will  be  quia 
the  sight  of  one  or  Ixjth  ej 
about  one-lhird  of  the  bliu 
this  disease.  BlLDdness  at 
dition,  and  in  the  vast  im 
rually  caused  dui'iug  the  fin 
total  blindness  of  one  or  bd 
Impaired  by  the  presence  at 
nately,  oleur  up  to  a  large  e 

Treatment. — There  are  fi 
treatment  has  given  better  t 
whul  in  known  as  Cri'de'a 
amoii  g   new-born_jnfafl^^i 
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wAter,  or  u  i^lutioa  of  boraoic  aoid,  or  weak  perchloiide,  that  is 
all  bhat  need  be  done  ici  ordinavy  private  work,  unless  one  is 
suapiuiou^  of  goadrrh(B:i.  In  ho>ipitaI  work  mora  energetio 
treatment  has  to  Ije  adopted.  En  what  is  kuuwn  as  Gr^e's 
method,  the  eyes  are  cleansed  as  soon  as  the  head  is  bom,  and 
when  the  child  is  washed,  a  few  drops  of  a  '2  per  cent,  solution 
of  tiUvLT  nitrate  are  insitilled  into  the  eyes.  After  that  tho  eyes 
are  carefully  washed  each  time  the  child  is  Inthed.  Instead  ul 
silver  nitrate,  1  in  2,000  porchlorJde  of  mercury  solution  is  used 
by  some.  It  should  l>e  fwrne  in  mind  that  silver  nitrate  and 
perchloride  of  mercury  ai*e  not  to  Iw  used  together,  or  a  double 
salt  of  silver  and  mercury  will  deposit  in  a  dense  white  scuu 
over  the  cornea. 

The  following  method  has  been  adopted  by  us  in  the  Maternity 
Hospital :  As  soon  as  the  head  is  bom,  the  eyelids  are  carefully 
wiped  with  dry  sterilised  wrtol.  so  as  to  cleanse  them  before  the 
child  0}}enH  its  eyes.  As  »ioon  as  the  child  is  born  the  lids  are 
separated,  and  a  drop  of  a  20  per  cent,  solution  of  protar^l  is 
instilled  into  each  eye.  So  far  the  result  has  been  very  satis- 
factory.    The  stroni*  solution  does  not  injure  the  oye. 

When  the  lids  become  inflamed  no  time  must  l)e  lost,  as  the 
sooner  the  disease  is  attacked  the  k>etter.  Have  the  eyes  well 
washed  with  boracic  snlntion,  so  as  to  reniovn  all  discharge. 
This  is  l>eHt  duiiH  with  a  douche,  but  swabs  uf  wool  do  quite 
well.  If  only  one  eye  is  afiect«d,  be  careful  not  to  allow  any  of 
the  discharge  to  get  into  the  sound  one.  When  the  eye  is  clean 
apply  ft  2  or  4  per  cent,  of  silver  nitrate,  or  a  stronger  one  of  20 
per  cent,  of  protargol.  See  that  the  solution  gets  well  into  the 
eyes.  The  tiest  way  is  to  brush  it  in,  su  that  you  get  into  all 
the  folds  of  the  mucous  membrane.  The  surplus  solution  can 
be  washed  out  with  a  little  salt  water.  li!ven  when  only  one 
eye  is  affected  put  the  solution  into  both.  In  bad  cases  this 
may  he  done  twice  a  day,  Irat  once  a  day  is  usually  suflicient. 
The  eyes  should  \k  thoroughly  washed  every  few  hours^  uniiv*^ 
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corneal  ulooration  a  little  fin 
not  aloD^  with  h.  :^ilvi^r  8oluti< 

AinonK  the  pool-  the  utmoa 
As  soou  A8  ihe  inflAiniiiauon 
all  applioationti,  and  a  relapee 
ti  wise,  whiuli  wa«  nearly  well 
tlestrnyed  and  the  other  per 
riiot.l»er  wuh  wamod  what  w 
wash  ihe  oyos  with  the  lotion 
plainW  [Xiint  out  to  suoh  peoj 
VB»ts  upon  theiu  if  tbey  negle> 

As  the  diBea&e  i^  exoeediu 
must  be  taken  tu  ^ard  ai^im 

Erythema  and  Intertrigo, 
to  irriUition  alxiut  Che  buttna 
thighs.  The  buttucki^  uud  thi 
and  al  placea  exooriaiiona  fo) 
turaten  or  defwcntes,  great  sm 
usually  arisc8  from  the  want 
child's  uapkinB  when  they  ore 
uvun  wlieu  the  ^x>ateHt  care  it 
ocour  ill  »}'philitie  childreu, 
liable  to  it  th»n  hreast-fod  one 
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and  a  siiulU  amount  of  calomel  added  to  the  dusting  powder. 
Fuller's  earth  is  largely  used  as  a  dusting  powder,  bnt  it  is 
mther  coarsp  and  may  irritate. 

Syphilitic  Eruptions.  -Tiie  commonest  syphilitic  eruption 
is  a  ooppery-oolourcd,  papular  one,  generally  about  the  buttocks, 
but  sometimes  affecting  other  parts.  Fissures  are  liable  to 
form  about  the  anus  and  uiouth,  and  condylomata  may  also 
be  seen.  The  child  will  probably  be  puny,  and  it  will  have 
^nufHes.  These  indications  manifest  themselves  within  three 
weeks  or  ho  uf  hirth. 

Trwi/m/'H/. ^Mercury  should  be  given,  either  internally  or  by 
irmnetion.     Catomet  should  be  added  to  the  dusting  powder. 

Pemphigus  Neonatorum. —  In  most  oases  this  disease  is 
due  to  syphilii^.  It  specially  affects  the  soles  of  the  feet  and 
the  palms  of  the  hands,  but  it  may  be  all  over  the  body  and 
face.  It  appears  in  the  form  of  blebs  which  contain  sero-pus. 
Theae  blebs  soon  break  and  leave  raw  patches.  The  onset  may 
be  within  a  day  or  two  of  birth,  but  io  one  oihse  I  saw,  the 
blebs  wore  present  at  the  time  of  birth,  and  the  child  only  lived 
a  few  hours.  Tn  the  uon-Hyphilitic  form,  a  few  small  blebs  may 
be  seen  on  different  parts  of  the  body,  and  they  soon  dry  up 
after  they  have  burst.  In  l)ad  cases  the  ailment  is  very  likely 
to  prove  fatal. 

It  is  a  contagioiLs  disease,  and  may  easily  be  carried  from  one 
child  to  another.  A  number  of  oases  have  recently  occurred  in 
connection  with  one  of  our  outdoor  departments.  The  con- 
tagion was  probably  oirried  ou  the  attendant's  apron. 

Treatment. — In  the  syphilitic  form,  mercury  should  he  given 
freely,  and  in  the  uon-syphilttic,  arsenic. 

Case  I. — The  cluld,  ai  the  time  of  birth,  was  above  tliu 
average  a\xe  for  a  first  one,  and  ap[)eared  tpiite  healthy.  The 
mother  was  iulierculnr.  Ou  the  third  day  blebs  began  to  form 
on  the  legs.  i>uttockB,  armii,  face  and  neck.  The  hands  and 
feel  were  affected,  on  both  palmar  and  dorsal  aspects.     The 


worn  also  present.     Fot 
snfferings. 

fputiton  I  a  mm.  dj 
t'le  parts  dusted  with  ox 
The  mother  developed 
buMocks. 

Ca*.//._The  second 

appeared  quite  healthy 

about  the  size  of  split  n 

^"•Jlegs.     Oneiippaared 

two  on  the  arms.     The  (o 

buttooka  became  copper-o< 

of  snuffles.     The  oh Ud  tod 

and  did  not  seem  to  s«a«. 

treatment  was  adopted  «i 

quickly  8uba,dG,i.     In  ^i^i 

right. 

The  mother  did  not  shoi 
the  few  blebs  of  pompWg, 
«he  wa«  in  a  weaklv  state  a 
P«nuai  she  developed  mal 
recovered. 
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or  if  the  ligatuiu  Ib  slaok,  a  second  ligature  BhouM  he  appliMl 
iienrer  thu  Ivuly.  In  all  ca»fs  wheiv  a  trained  nui-se  is  not  in 
attendanoe,  I  invariably  apply*  a  Hooond  ligature.  When  second- 
ary  haemorrhage  occurs  from  slipping  or  slackening  of  the 
ligatui'ti,  a  fresh  ligalure  shuuld,  oi  oourec.  be  Applied  at  nnoti. 
One  would  imagine  that  comman  sense  would  teaob  women  to 
do  this,  but,  as  a  rule,  they  send  for  the  doctor  when  they 
discover  there  is  bleeding;,  and  do  not  touch  the  cord.  If  some 
lime  elapses  before  the  doctor  can  reach  the  child,  the  chances 
are  that  he  will  find  it  blanched  or  actually  dead.  When  the 
bleeding  occurs  later  tn  the  puerperiuni,  it  is  a  much  more 
serious  oundition  to  treat.  Various  styptics,  such  as  binntc 
aotd,  perebloride  of  iron,  etc.,  have  been  tried.  The  supra- 
renal extract  should  he  useful  in  these  cases.  Pressure  may 
sometimes  ^ive  <{ood  results,  but  llie  soflDess  of  the  abdomen 
is  a  drawback.  The  best  way  is  to  transfix  the  umbihous  with 
two  needles,  and  then  put  a  firm  ligature  under  them.  If  the 
case  IB  one  of  haemophilia  it  wiU  probably  prove  fatal,  from 
hflcmorrhago  into  other  pivrts  as  well.  In  septic  cases  the 
parts  should  be  sterilised  as  well  as  possible,  and  dressed  with 
a  wet  antiseptic  dressing. 

Tetanus  Neonatorum. — In  tropical  regions  this  disease  is 
very  common,  but  it  is  rare  in  this  climate.  In  the  Island  of 
St.  Kilda,'  however,  it  was  endemia  for  a  long  time,  and  for 
years  nearly  every  child,  lK>rn  on  the  island,  died  from  it  within 
the  first  few  days  of  life.  Prior  to  the  discovery  of  the  totanua 
I>acillu8,  the  cause  of  the  disease  in  8t.  Kilda  was  ascribed  to  the 
diet  of  the  mothers,  which  consists  largely  of  sea  birds  and  fish. 


'  St.  KilJii  in  Ml  istftud  uf  llie  Oiitor  Uebritlei*.  wbirli  lies  about  <u>vc>tilY 
iitiloH  oil  the  yre*t  coast  of  ijooiLand.  For  utiarly  diiic  uioutli^  in  tliu  ^ear 
it  in  ciiiiirwiy  innlaied,  u  it  i!4  imposdiblo  lo  lunil  uu  it  except  in  Kumititu- 
weather.  Then  ii  no  renideat.  tnodical  inau,  bo  Ibo  tniwiouary  hu  to  do 
lUe  belt  lie  can  in  times  of  i  llncHH,  The  linuatw  Urvi'  mud  rloon,  In  whti'ti 
tlie  luvi'illiis  pn>lMibljr  lurks. 
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have  baea  do  more  cases.     D 
U.U  tho  old  baby  clotheR  on  i. 
entirely  new  outfits  got.     W 
was  (o  be  o&refuUy  washed  wit 
then  dusted  well  with  iodofon 
alembi-uth  f^uzo  applied.     la 
missionary  was  instructed  to  ^i' 
times  daily.     Next  year  three 
vived.       Sinoe   then  the   same' 
obtained.      Not  only  have  the  i: 
ings  been  carried  oat,  but,  as  ti 
medicine  taken  internally  than  ii 
they  have  also  given  doses  of  oh 
up.     They  say  they  never  hadi 
they  never  cry,  and  sleep  most  i 
of  their  lives. 

Tetanus  affects  an  infant  in  th 
and  will  in  a  very  short  time  pr( 

Tnaiin&it. — Preventative  trelj 
of  avail.  It  is  most  eSeotual,  bl 
birth  of  the  child.  It  consists  ini 
When  tho  disease  has  actually  04 
only  dr 
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In  milder  casee  there  is  6ome  rodnoM  and  inflAmmation.  ex- 
tending for  Hn  inch  or  so  round  the  itinhilir.iKt.  hut  this  may 
rapidly  ftproiid,  and  involve  the  whole  of  the  utMlominal  and  chest 
wall,  and  diffuse  suppuration  occur  under  the  skin.  Metastatic 
absoe^ses  may  form  in  different  parts.  The  condition  is  of  nn 
erysipelatous  nature. 

ProtjHosM. — In  Iwid  canes  It  iB  exceedingly  grave,  but  in 
mild  cases  the  condition  quickly  subsides  under  appropriate 
treatment. 

Treadment. — Antiseptic  dressing  of  the  cord  will  prevent  it. 
When  it  occura,  if  the  cord  has  not  separated,  it  should  be^ 
removed,  and  the  parts  should  be  very  thorou({hly  disinfected,] 
and  dressed  with  iodoform  and  a  wet  antiseptic  dresaiug.  Where 
there  is  diffuse  suppuration  the  skin  must  be  freely  incised.  In 
had  cases  the  child  should  lie  freely  stimulated,  with  brandy  or 
whisky,  30  drops  every  few  houre.  Metastatic  abscesses  uuist 
)je  opened  as  soon  aH  they  ore  detected. 

Non-closure  of  the  Foramen  Ovale, — At  birth  the  com- 
munication  between  the  right  and  left  »ide  of  the  heart  should 
be  closed  by  the  Eustachian  valve,   but  ix^c&sionally  this  does 
not  fXKur.  and  then  we  have  what  is  oommonly  known  as  a 
hhie  babtf.     The  blood  passes,  to  a  large  extent,  from  the  right  1 
tJae  leU  side  of  the  heart,  instead  of  through  the  lungs,  so  thati 
very  little  oxygenation  of  the  blood  occurs.     The  result  is  that 
the  tissues  are  ill  supplied  with  oxygen.     If  the  oxygenation! 
is  not  sufficient  to  support  life,  death  ensues  in  a  short  time,] 
but  in  some  oases  enough  punlicatiun  of  the  blood  ooooi's  to^ 
preserve  life,  and  the  child  survives  for  a  time,  though  adult 
life  is  rarely  reached. 

Diagiwnus. — After  birth,  as  soon  as  respiration  is  fully  estab- 
lished, a  child  should  become  of  a  pinkish  colour,  showing  thatj 
its  ^ood  is  being  aerated.      If  it  remains  of  a  dull,  dusky  bluish 
hue,  and  the  hands  and  feet  cald  and  bluish,  the  blood  is  not 
being  purified.     If  the  lungs  have  iieen  ixjiended,  the  improper 
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puhfioatioD  of  the  blood  oaa  only  be  due  to  patency  . 
foramen  ovaU;  or  ooolusioa  of  the  pulmonai  y  artery. 

Pruijttosu. — U  the  Forumon  does  not  close  within  a  rew| 
tho  condition  is  a  hopeltifts  one,  and  the  prolon^^alion  { 
child's  life  is  not  desirable,  as.  If  it  liven,  ic  will  he  dc 
u  life  of  suffering. 

Treatim.nt. — If  nattire  fails  to  cure  the  conditiou,  tQ 
not?hing  you  oan  do  lo  assist,  except  to  keep  the  child  h 
perfectly  quiet,  t|v"v»  (pfM'j'--^  .Ot*-!  If  '  V-  f  ^^*   ^  *'*^^ 

Spina-bifida.— This  cartdition  has  already  l>een  ihentio 
in  connection  with  ohstruotud  labour.  There  ia  usually  it) 
or  leas  of  a  sac,  protruding  throiitjh  thn  t^p  in  the  spine,  n  apl 
meningocele.  The  sac  oonsist-*  of  skin  and  the  Hpinal  m( 
brauea.  and  its  contents,  of  spinal  fluid.  It  may  burst  doi 
delivery,  or  It  may  be  so  bruised  that  the  skin  will  very  w 
Blough.  lu  uiuny  cases  tlte  child  will  Iw  ;dtiU-born,  ur  will 
shortly  after  delivery,  but.  if  it  is  likely  to  survive,  treatin 
should  be  adopted.  fl 

Trftilinent.^VormBrXy  injootion  of  the  sao  with  Monl 
fluid  wa^  the  usual  method,  but,  of  late  yean^,  the  nmoh  in 
scientific  method  of  excision  has  given  better  results.  If  %han 
any  liability  to  slough,  the  operation  nhoulil  lie  done  at  once.  I 
if  possible,  it  should  be  poBt|>oned  untd  tho  child  is  u  few  it 
old.  When  you  excise  the  sao.  close  the  gap  in  the  8{ 
prevent  all  tbn  rorebro-spmal  fluid  draining  out,  an<i 
carefully  stitch  the  remains  of  the  sac  over  the  opeuiu^.j 
opemtiou  must  be  done  with  strict  aseptic  precautions. 

Sudden  Death  of  the  Child.— Weakly  children  of 
from  uleloutUAis  within  a  few  hours  or  days  of  birth, 
oooasionally  nteets  with  a  c-nse  in  which  an  apparently  perfai 
strung  child  dies  suddenly  wttltin  a  few  hours  or  days  of  bfa 
In  my  hosjiital  caaes  I  have  insisted  on  having  a  poAt-mori 
examination  in  all  Buob  oases,  and  in  some  we  have  foundj 
on-hagen  into  the  brain,  but  in  many  there  ha«  been 


(ound^ 

iWfl  t^U 


DISEASES  OP  THE  SBWBORN  CHILD. 


597' 


on  which  wc  cnuM  ba.sc  an  opinion  as  to  the  cau^u  of  death. 
It  has  been  suggested  that  a  sudden  enlargemeat  of  the  thymus 
may  uocount  for  the  deMh  in  some  oases.  So  far,  we  have  not 
been  able  to  come  tu  any  definite  conclusion  regarding  this,  but 
there  is  no  doubt  that  in  some  of  the  olscs  the  thymus  ha8  been 
very  large. 

Convulsions  in  the  new-boi*n  infant  are  occasionally  seen. , 
1  have  ah-etidy  referred  to  this  in  connection  witli  eclampsia. 
We  have  had  several  ca^es  in  which  they  have  occurred  in  the 
infants,  once  or  twice  with  fatal  results.  As  I  have  already  in-  { 
timated,  the  child's  urine  will  he  found  to  contain  alhutnin  from 
the  exciting  cause,  whatever  it  may  be,  acting  on  the  kidne)fj 
in  exactly  the  same  way  as  it  does  on  the  mother's.  They 
uccasiunally  occur,  however,  after  difficult  labours,  es|jecially  in 
deliveries  hy  the  hreech,  presumably  from  cortical  hiemorrhages, 
as  in  the  case  on  page  275. 
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At  no  period  is  more  careful  feeding  required  than  dat 
first  year  of  life.  Statieticx  show  conclusively  that  two-l 
of  the  deathu  of  infaats  under  one  year  of  age  are  duo  to 
rhieal  diseascR,  caused  bv  improper  feeding,  and  aUo  ihal 
mortality  amoog  those  brought  up  on  the  breast  is  oomi 
tively  very  small.  The  importance  of  proper  feeding  a 
then  be  overestitnated.  A  writer  on  this  subject  has  said 
"  the  ohildren  of  the  poor  die  from  inferiority  in  metbot 
feeding  sometimes,  from  inferiority  in  quality  frequently, 
from  both  oombined  frequently.  The  children  of  the  rl 
classes  are  more  frequently  brought  up  alive,  certainly, 
crippled  in  health  from  imperfection  in  the  methwl  of  faadj 

In  his  book  on  The  Fetdiwj  of  In/ants,  Dr.  Caatley  8 
"  Certain  statemeuU  are  so  often  made,  and  are  based  od 
tk  large  amount  of  facts  and  clinical  evidence,  that  they 
lie  almost  regarded  as  axioms,  and  may  be  eipreaiied  in 
fashion  : — 

"  Axiom  1.  '  Early  mortality  depends  largely  on  dis«««| 
thu  digcstiro  organs.' 

"  Axiom  2.  '  Evory  hoaltliy  mother  ooatritmles  to  i 
Vud  death  uf  ht.-r  child  bv  refusuifj  to  nurse  it' 
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"Axiom  3.    'Normal  alimentation    is  especially  important 
during  the  first  few  months  of  life,  and  for  this  period,  at, 
any  rate,  breast  feeding  muat  be  insisted  on.*  " 

These  axioms  show  how  very  important  it  is  for  every 
mother,  who  is  able,  to  nurse  her  child.  This  is  what  Nature 
intended,  and  Nature  is  not  likely  to  have  made  a  mistake. 
There  are,  however,  certain  conditions  under  which  nursing 
would  neither  be  good  for  the  child  nor  for  the  mother,  e.tj..  as 
when  the  mother  is  too  weak,  or  is  suffering  fix)m  severe  con- 
stitutional disease,  espeoially  if  it  is  of  a  tubercular  nature.  A 
tubercular  woman  should  never  nurse. 

When  the  chiltl  is  bom  there  is  not  usually  much  milk  in  the 
breasts,  but  there  is  always  a  small  amount  of  iHiiostrtim,  which 
acts  as  a  natural  purgative  to  the  infant.     By  the  seoond  or 
third  day  active  secretion  will  be  estAblisbed  in  the  breasts,  and 
there  should  be  plenty  for  the  wants  of  the  httle  one.     Begu 
lartty  in  feeding  must  be  insisted  on  from  the  beginning.     With 
most  children,  every  two  hours  during  the  day,  with  an  interval 
of  five  or  six^houit)  at  night,  is  quite  often  enough.     If  it  is  a 
wea^JjLfillild,  it  may  require  it  every  hour  and  a  half.    In  a  very 
short  time  it  will  come  to  recognise  its  proper  feeding  time,  but 
if  it  finds  that  by  crying  it  will  get  food,  it  will  soon  form  a 
kbad  habit.     This  crying  is  not  always  due  to  the  child  being 
hongry,  but  very  often  from  indigesUon.  the  pain  of  which  is 
relieved  for  a  Uttle  by  the  warm  milk  it  gets  from  the  mother,.. 
only  to  beoome  worse  afterwards.     As  the  child  gets  older,  thoj 
iutervals  between  the  feedings  must  be  lengthened.     It  should  j 
not  be  allowed  to  take  it8  drink  too  rapidly,  and  it  should  nol] 
faU  aaleep  and  lie  with  the  nipple  in  its  mouth. 

A   nursing  mother  must  always  bear  in  mind  that  she  is 
bound  to  consider  her  child  before  everything  else.     She  mUBt, 
therefore,  study  herself  as  regards  her  diet,  which  must  be 
simple  and  nourishing.     .AU  excitement  must  be  avoided,  or  tha  ' 
milk  will  be  no  altered  that  it  may  have  a  very  deleterious  etreot 
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on  the  child.  No  claims  of  sooiely  must  ever  be  aUov 
weigh  against  the  claims  of  the  babe.  The  ideal  tnothc 
those  who  lead  quiet,  uneventful  lives,  free  from  all  excit« 
I  am  afraid  they  are  not  as  oommon  in  the  prenent  day  u 
were  a  generation  or  two  ago. 

Nursing  shouUi  lie  continued  (or  the  first  nine  or  teni 
In  many  casoa  the  mother'a  uiilk  wilt  not  be  8U0icien^ 
child's  wants  during  the  last  month  or  two,  uo  some 
food  will  be  i-equired.  Auioafj;  the  working  olasses,  in 
cases,  the  children  are  nurAed  far  too  long.  I  have  seen  ' 
as  old  an  two  years,  still  on  the  breast.  It  is  not  p^ooA  fi 
child,  and  it  is  certainly  very  had  fur  the  mother.  U  the 
is  very  delicate,  it  may  he  neoessary  to  continue  it  at  the  I 
for  a  month  or  two  lunger,  but  it  should  never  t>e  oont 

beyondthetwelvGQQBths- 

Weamng. — As  regards  loeaning,  a  time  should  \n.'  wl 
when  the  child  is  in  good  health,  and  it  should  not  Iw  dot 
hot  weat-her.      In  vory  hot  weather,  the  stomach  and  \k 
are   apt    to    be   deranged    by    the    artifioial    food,    ao 
inflammation  of  the  boweln  may  be  Mt  up.     Weaning 
accomplished  slowly,  by  lessening  the  number  of  drinks 
by  day.  and  increasing  the  artificial  food,  or  it  may 
suddenly.     The  gi'adual  method  is  the  better.     A  vn 
mixture  to  put  it  on  is  one  of  milk,  oream,  sugar  ac 
water ^2  oz,  unlk.  1  ox.  cream,  J  lump  of  sugar,  aad 
barley  water.     If  this  does  not  satisfy  it.  you  can  give  j 
ounce  or  two  more,  but  we  shall  have  something  to  say 
on  about  the  proper  food  for  an  infant  of  nearly  a  yoar  old 

Breast-fed  infanta  do  not  always  thrive.  There  tna; 
several  causes  for  this  on  the  paxt  of  the  mother — troc 
health,  the  breasts  anJ  uipples  may  be  affected, 
supply  may  be  suauty,  or  in  some  cases  the  milk  may 
disagree  with  the  infant.  The  mode  of  life  of  the  mot 
hur  raoDtat  dH)>o4itiori,  may  so  affect  the  milk  as  to 
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unfit  for  che  child.  Most  of  these  defects  may  be  remerlied, 
provided  the  mother  will  devote  herself  to  her  child  entirely, 
but  if  she  will  not  do  so.  it  will  be  better  to  wean  it,  in  part, 
at  all  E)%-ents. 

If  a  mother  iu  unable  to  nourish  hor  child  entirely,  should  she 
oontini]fi  lo  do  m  in  y^rt?  Most  decidedly  she  should.  It  is 
a  great  mistake  bo  imagine  that  the  cwo  forma  of  food  will  dis- 
agree. The  artifioial  food  may,  but  the  mother's  milk  will  uut. 
in  the  vast  majority  of  oases. 

A  Wet  Nurse. — Now  we  come  to  consider  a  very  important 
point.  If  thi!  moihor  in  unable  to  nurse,  what  is  the  best  aiib- 
stitute '.'  A  vret  uui-se  is  umiouhtedJY  thw  Ha^^  but  it  is  one 
which  ouly  the  wealthy  can  aSbrd. 

A  wet  nurse  should  be  selected  with  great  care.  She  should 
l>e  a  perfectly  healthy  woman,  with  wcU-formed  breasts  and 
nipples,  and  a  plentiful  supply  of  milk.  Her  own  child  should 
he  near  the  same  a;^e  as  the  one  she  is  to  suckle.  Syphilis 
ftnd  tulwruulosis  in  any  form  are  the  two  diseases  you  must  \m 
specially  on  the  look-out  for.  Syphilis  is  diHicult  to  detect  id 
some  casea.  but  althoi^h  the  mother  may  show  nothing,  there 
will  probably  be  some  manifestations  of  its  presence  in  her 
infant.  Examine  the  infant  very  carefully  for  snuQIes.  cracks 
about  the  mouth  or  anus,  and  a  coppery  rash,  especially  over 
the  buttocks.  If  any  of  these  indications  are  found,  or  if  the 
child  is  only  puny  and  sickly,  the  mother  should  not  be  engageH. 
If  her  own  cn'Ad  is  uot  tbnvint;,  it  is  hardly  likely  that  ffnSther 
woman's  child  will  thrive  on  her  milk. 

The  employment  of  wet  nurses  is  beoomiug  rarer  and  rarer. 
As  (hey  are  a  luxur)*  thai  only  the  wealthy  can  aflbrd,  tnost 
children  who  cannot  be  nursed  by  their  mothers  must  be 
brought  up  by  hand. 

In  the  adult,  tlie  body  requires  a  constant  supply  of  material 
for  various  purposes,  the  chief  of  these  being  for  repair  of  tissues, 
which  are  cotHUinily  chaugiug.     We  must  have  u  conslunt 
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supply  10  keep  up  seoretiontt,  as  iu  digestion,  atul  aUo 
be  burnt  up  in  the  body,  to  supply  heftt  and  energy  loj 
moveuienl  and  action  in  life.  In  children,  in  addition,  i 
another  great  need,  namely,  for  the  structure  and  devell 
of  new  parts,  as  the  child  is  actively  ^rrowln^  Tlfl 
have  to  be  kept  in  repair,  juat  as  in  a  fulUgrowa  per^tm^ 
tuldilion,  a  child  r«quires!»  new  building  [naterial,  so  to 
It  thus  requires  a  mom  abundant  supply  of  cartaii 
material  than  an  adult. 

The  Essential  Elements  of  Food  are  of  Five 

1.  The  Nitrogenous.    The  chief  of  these  are  the  albia 
or  proteida,  found  most  largely  in  animal   foods.      Th 
examples  are  albumin  of  egjj,  the  casern  or  otud  of 
syntonin  of  masole,  and  the  gluten  of  wheat. 

2.  The  Hydrocarhons  or  Fats. 

3.  The  Carbohydrates,  of  which  starob  and  su^ 
chief  forma. 

4.  The  Mineral  Elements — salts  of  lime,  potash, 
iron. 

5.  The  most  Keuei*al  and  largely  used  of  all— Wat 
To  ensure  perfect  health,  an  adult  must  he  fed  on  tat 

drawn  from  each  of  these  five  groups.  He  may  got  on 
time  without  one  or  other,  but,  il  deprived  of  any  of  tlu 
any  length  of  time,  his  health  will  suffer.  For  perfeoi  1 
they  must  \w  combined.  The  same  faoIdH  ^ood  for  %, 
With  a  child,  as  \^nth  an  adult,  the  alJjuminate  or  j 
eieriuHts  rank  first.  Nitrogen  is  essential  for  every  vi|i 
oeas  in  the  body.  Protoplasm,  which  is  the  centre  of  Kl 
energy  in  every  individual  cell,  is  formed  of  nitrogenous  n 
and  is  nourished  out  of  them.  Nitrogenous  element«  mm 
in  the  building  up  of  brain,  nerve,  muscles,  and  glandH 
quite  clear,  thereforv.  that  these  elements  oit  of  tbj^l 
ImportaDOe.  espedally  for  a  growing  child,  not  aaiy 
ibe  waste  of  tissues,  but  ftlso  to  build  up  new  structu 
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child  be  deprived  of  nitrogenouH  food  it  will  oeose  to  grow.  iU 
intiHcIes  beuonip  Dabby,  itnd  it  will  easily  fall  a  prey  to  disease. 

The  second  food  eleDient,  fat,  enters  largely  into  many  of 
the  fitmcturoH  of  the  body,  and  is  stored  ap  in  many  parts  of  it. 
It  serves  as  a  fuel  in  the  body,  just  as  oil  does  in  a  lamp,  tx 
coal  in  a  fire,  and  it  keeps  up  the  animal  heat.  It  is  wanted 
for  every  tii^sue,  especial!)  for  braiu  aud  nerve  cells,  and  for 
marrow.  If  there  is  not  enough  of  it  in  the  food,  the  bony 
structures  grow  slowly,  and  are  imperfectly  develojied.  The 
deficiency  of  fat  in  the  food  is  one  of  the  chief  causes  of  rickets. 
In  a  cold  climate  much  more  fat  is  required  than  in  a  warm  one. 

The  slarch  and  sugar  elements  are  largely  coDTorled  into  fat. 
They  are  not  »o  essential  as  the  preceding.  The  Bsqtiitnaux, 
for  instance,  get  very  little  of  them,  as  they  live  almost  entirely 
on  animal  food.  They  may  get  a  little  in  summer  from  lierries. 
but  that  supply  is  necesaarily  very  limited.  Their  children,  of 
course,  get  it  during  infancy  from  the  lactose  in  the  mother's 
milk.  There  is  a  considerable  amount  of  lactose  in  milk,  so  it 
is  a  very  necessary  part  of  the  food  of  an  infant.  There  is  no 
starch  in  milk,  and  this  is  an  element  which  should  not  enter 
into  the  composition  of  a  very  young  child's  food.  Starch  cannot 
b^  absorbed  as  starch,  as  a  solution  of  starch  cannot  pass  through 
ail  Einimit]  membraDe.  It  has  first  to  he  converted  into  sugar. 
This  is  done  by  ptyalin  in  the  mouth,  and  trypsin  in  the  small 
intestiDes.  For  the  first  few  months  of  its  U(e  a  child  does  not 
posBOBH  this  ferment,  therefore  to  give  it  starchy  food  is  to 
supply  it  with  a  stone  instead  of  bread.  When  it  begins  to  get 
its  teeth  the  power  gradually  comes  to  it.  A  child  should  not 
have  any  starchy  food  until  it  has  got  at  least  nix  teeth,  and 
even  then  only  u  small  amount  should  be  given.  This  is  the 
reason  why  all  the  artilictal  foods  are  malted,  h£  they  oonBist 
largely  of  starchy  substances  which  are  changed  by  inHlting 
them.  Tlu»  imporiaux  fact  is  constantly  ignored,  among  the 
working  uLuaseB  at  least,  a»  they  are  in   the  habit  of  giving 


Go4 


CUmCAL  OBSTETRtCS. 


(H)nifloiir,  farola,  etc.,  to  thuir  youDg  Infauie. 
easily  prepared,  and  look  bland  and  inviting, 
serve  tho  purpose  of  irritaiinft  the  Rtomach   vll 
they  cannot  lie  digested. 

The  mineral  elements  are  essential  at    all 
especially  so  to  a  growing  child,  as  they   onber 
formatiun  of  the  bonen. 

The  last  elernont.   waier,  ih  a  mout  iiupor 
necessary  for  the  solutions  and  Beoretioue,  ami 
new  tissues,  which  consist  of  four-5fths  of  wntez 

Numerous  ex|}eriment»  have  ahown  that,  in  ordei 
adult  body  in  perfect  health,  the  varioua  elet 
HUpplied  in  the  following  proportions  :  — 

Proteids  (albumin,  casein,  eto.) 

Fats 

Carbohydmtes  (sugai'  and  starch) 

Salts 

Water 


For  a  child  the  proportions  are  not  the  same.      H 
may  bo  taken  as  the  proper  standard  food   for  an  t| 


on  aualysiuK  it.  it  is  found  to  contain 
Proteids   . 
Fats 

Carbohydrates 
Salts 
Water 


approximately 


10 

If  we  study  these  tables  we  sec  that  the  adult  ab 
parts  proteid  to  ^  of  fat.  while  the  child  should  ^H 

'  Artiticial    FrtdtnQ    "«J    h'vod     l>ut)riirrt    of    infant*   (Chbj 

Miuou&t  of  proteid  givou  hue  is  much  gre*u:r  ili&u  iu  must  i 
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to  3  of  fat,.  I.e.,  tho  proUid  and  /at  in  a  child's  diet  Hhould  bp 
nearly  equal,  itisl^ad  of  .1  :  3,  as  in  the  aduUV.  Roughly 
tipenkiiig,  a  l:ny  Infant  requii-uH  froiu  u  half  to  bhruc-fourthg  aa 
mach  fat  in  twenty-four  hours  as  a  rull-gmwn  maa  The 
proteul  element  also  requircH  to  l>e  mucii  hit^her  in  proportion 
to  the  carbohydmte,  i.e.,  they  are  nearly  eqiml,  instead  of  as 
5  :  16.  It  is  of  the  utmost  importance  to  remember  that  the 
food  of  a  child  requires  this  lar^e  amount  of  fat.  Milk  is  a 
rich  emulsion  of  fat,  hut  this  is  too  often  entirely  forgotten,  and 
children  are  constantly  being  fed  on  foods  dcstituto  of  tliiu 
important  element. 

So  much  for  the  elements,  but  there  are  certain  othor  qualities 
necessary  for  healthy  nutrition.  Ff  an  adult  is  deprived  of  fresh 
vegetables,  and  is  fed  on  salted  moat  for  any  length  of  time,  he 
will  be  atlaekod  with  scurvy.  This  antiscorbutic  element  is 
contained  in  human  milk,  and  a  child  on  the  hrea^^t  will  never 
get  sourvy  unless  the  mother  has  the  disease.  Fresh  cow's 
milk  contains  it  also,  but  condensed  milk  loses  some  of  this 
property,  and  so  does  boiled  milk  to  a  slij^ht  extent.  It  is 
absent  from  all  farinaceous  foods. 

The  food  must  coatain  a  large  araouut  of  animal  matter. 
From  a  purely  vegetable  fojd  sutlicient  proteid  or  fat  canimt  be 
obtained.  A  purely  vegetable  diet  will  cause  a  child  10  be 
anifimic,  flabby,  rickety,  and  scorbutic. 

The  food  must  also  ha  in  a  oondilion  in  which  it  can  be 
absorbed.  The  stomach  of  an  infant  is  only  desixnod  to  deal 
with  the  bland  and  easily  ili^esied  mother's  milk.  It  cannot 
deal  vnth  solid  masses. 

As  regards  the  quantity  of  food  a  child  requires,  we  may  be 
guided,  to  a  certain  extent,  by  the  amount  of  milk  seoreled  by 
the  mother.  Duriiii*  tlie  fii>*t  few  weeks  nf  suckling,  the  brej^g^ 
yield  about  one  pint  of  milk.  Thit  »;nKiunUy  increases,  until, 
by  the  eud-^f  aurjiing,  they  will  he  secreting  thrt»e  pints  To 
begin  with,  a  child  should  get  the  equivalent  of  nearly  u  pint  of 


more!  To  a  certain  extent  the  c 
the  amount,  by  rejecting  the  surpl 
ni^  n  riirtiirhirm  n|}ig"'T^nce  as   it 


Bimply  wells  up  without  any  diiM 
dispenaation.  otherwise  there  woul 
amoug  thoui,  as  the  majorit>y  of  i 
to  take  (ar  too  much  at  a  time, 
infant  itf  a  very  Bmall  orMaa,  and  01 
of  an  ounce  when  iindintended. 

RBQVlREUENTa    OP    A    PBOPBR 

1.  It  must  contain  the  differecit  I 
por^ons,  as  they  are  contained  in  h 

2.  It  must  contain  the  antiaoorbt 

3.  The  pi-oper  quantity  for  twent 
the  nutritive  value  of  from  1  to  3  pin 
to  the  a^e  of  the  child. 

4.  It  mu4t  not  be  purely  vegetab 
quantity  of  animal  matter.  | 

fi.  It  must  be  in  a  form  rtuited  to 
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thaD  bumao  milk,  so  that  tho  stomaoh  of  the  ialant  is  unable 
to  deal  with  it  in  an  undiluted  form. 

Goat's  milk  is  sometimes  used,  but  its  ourd  is  denser  than 
that  of  oow's.  80  it  is  even  less  suitable. 

Ass's  milk  forms  a  very  light  ourd,  and  it  in  very  suitable 
for  delicate  chiidrea.  The  elements  in  it  are  la  lesu  proporiion 
than  in  human  milk,  except  the  sugar,  which  is  greater.  Ass's 
milk  is  difficult  to  obtain,  and  is  therefore  little  used. 

To  obviate  the  difliculty  regarding  the  density  of  the  curd, 
cow's  milk  is  given  in  a  very  dilute  form,  viz.,  one  part  milk 
and  two  parl«  water.  This  reduces  all  the  elements  very  much, 
so  that  to  get  the  proper  amount  the  child  would  require  to  take 
nearly  three  pints  of  this  mixture  in  twenty-four  hours,  which 
is  far  too  much.  As  a  matter  of  fact,  many  childix'n  do  very 
well  on  fi-om  1  pint  to  1|  pints  of  tliLs  for  the  first  month,  and 
then  die  water  element  can  be  deci-eased  gradually.  The 
carbohydrate  or  sugar  element  is  alvray»  increased  by  adding 
sufficient  sugar  to  make  the  mixture  sweet.  Milk  sugai-  is  the 
proper  form  to  use,  but  ordinary  cane  sugar  does  very  well.  The 
other  elements  can  also  be  increased.  For  the  proteid  elements 
raw  meat  juice  can  be  added,  and  for  the  fat  we  have  an  excellent 
substance  at  hand,  viz.,  cream,  which  is  almost  pure  fat.  Some- 
times cod-liver  oil  is  used  if  cream  ciinnot  bo  obtained,  but,  if 
you  can  get  milk,  of  course  cream  can  also  be  got. 

As  I  have  already  said,  tho  massive  curd  of  cow's  milk  is  the 
one  great  drawback  to  it.  Diluting  with  water  does  not  over- 
come this  satisfactorily,  but  there  are  other  oxpedieots.  By 
some  authorities  boiled  milk  is  said  to  give  a  less  deuse  curd  than 
unboiled.  If  barley  water  be  added  instead  of  ordinary  water, 
(he  curd  is  much  Lighter.  Lime  water  has  the  same  effect. 
The  addition  of  lime  water  is  verj'  necessary  for  another  reason, 
tis.,  to  render  the  milk  alkaline,  to  correspond  with  the  mother's 
milk.  Cow's  milk  very  quickly  booomes  acid.  Bicarbonate  of 
soda  is  sometimes  used  for  the  same  puriwse,  and  it  also  makes 
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stomach   will  lose  from  disuse  il 
properly. 

Condensed   milk,  when  properl 
curd.     Mauy  children  are  brought 
get  very  fat  and  thrive  well,  bnt  at 
of  food.      It  is  deficient  in  fat,  and 
while  llio  antiacorbulic  property  iu  \ 
is,  that  difTei-cnt  tins  of  it  vary  ver 
it  is  too  often  made  from  akim 
voyages.     Condensed  akim,  or  aepi 
used.     The  fat  is  practically  aU  ; 
therefore  absolutely  UfwlcsB  oe  a  foe 

The  order  in  which  these  diflere 
tut  regards  the  digestibility  of  the  ci 

1.  Peptouised  milk  I'ooly  to  be  u 

2.  Cow'»  milk,  with  barley  watei 

3.  Cow's  milk,  with  liene  water. 

4.  Condensed  milk. 

5.  Cow's  milk,  with  bicnrhona' 


^ 
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milk.     If  the  cow  is  kept  in  the  city,  you  had  better  not  have 
Anything  to  do  with  the  milk. 

We  fipeak  about  getting  pure  milk,  but,  from  a  bflcteriologicftl 
point  of  view,  I  am  afraid  there  is  no  such  thing  as  absolutely 
pure  milk  supplied.  You  are  all  familiar  with  the  ordinary 
methods  of  milking,  which  is  usually  done  in  a  more  or  less 
dirty  byra.  Milk  is  one  of  the  finest  media  wo  have  for  micro- 
organisms to  grow  In,  and  it  is  frequently  the  source  of  disease. 
It  will  not  keep  sweet  for  any  length  of  time.  Changes  begin 
in  it  as  soon  as  it  is  exposed  to  the  air.  All  milk  contains 
numerous  micro-orgauisms.  There  are  no  less  than  700  different 
species  of  milk  bacteria,  150  being  dairy  Imcteria.  Ma.ny  of 
these  produce  a  mature  growth  in  twenty  minutes,  whicli.  in 
torn,  produces  its  family  twenty  minutes  later.  They  quickly 
give  rise  to  changes  in  the  milk,  as  souring  and  curdlini;,  and 
render  it  unfit  for  a  child,  as  it  will  derange  the  stomach,  and 
set  up  severe  diarrhcca  and  vomiting.  Deleterious  changes  may 
take  place  in  it  which  cannot  be  detected  by  tasto,  smell,  or 
sight.  The  milk  may  contain  the  germs  of  scarlet  fever, 
typhoid,  diphtheria,  or  tuberculosis.  Some  method  must  be 
adopted,  then,  to  prevent,  or  at  all  events,  minimise  the  risks. 
There  are  three  chief  processes. 

1.  PasteurUation. — This  process  consists  in  raising  the  milk 
to  a  high  temperature  (70"  C.  or  IdS"*  F.),  and  keeping  it  at  this 
temperature  for  at  least  half  an  hour,  and  then  cooling  it  down 
rapidly.  There  are  various  different  forms  of  apparatus  for 
doing  this.  It  can  easily  be  done  with  an  ordinary  saucepan, 
the  milk  being  placed  in  a  clean  bottle  stopped  with  cotton 
wool.  The  pan  is  filled  with  water  aa  high  up  as  the  milk  in 
the  bottle.  It  is  placed  on  the  fire  and  heated  until  the  water 
reaches  155'  F.,  at  which  temperature  it  is  kept  from  twenty  to 
thirty  minutes,  and  then  cooled  rapidly. 

2.  Boiling  the  milk  is  a  simple  method.  It  should  be  placed 
in  fl  clean  saucepan,  and  bronght  to  the  boil.     It  should  be 
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keep  them  off  the  bottom  of  the  { 
nocks  of  the  bottles.     The  whole 
then  taken  off  the  fire  and  allowet 
then    he  put   in   a  rafrigoralor. 
refrigerator  hot,  they  will  likely 

There  are  oert&ia  objections  to  b 
taete  and  smell  (but  if  the  child 
bolted  milk  it  will  not  object).     It 
and  thus  a  small  proportion  of  the  i 
other  hand,  it  forms,  according 
curd  than  unboiled  milk,  which  is  ; 

3.  SUrilisation  by  steam  is  the 
contained  in  auitahle  bottles,  is  ai 
superheated  steam  for  twenty  or 
numerous  sterilisers  on  the  market, 
so  OK  to  sterilise  each  meal  soparal 
doing  a  suffioient  number  for  the 
heated  when  wanted,  and  given  din 

Pasteurised  or  sterilisod  milk  is  t 
dairies,  in  hermetically  sealed  bottU 
then,  it  is  oeoflaaMTv  uithur  to  boil. 
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mixture.  Tliia  tuixture,  as  we  bave  alretuly  aeeti,  i»  weak  in 
all  its  ingredients.  To  overcome  that,  cream  mixtures  are 
used,  so  as  to  increase  tlie  amouuL  of  fat,  which  is  so  essential. 
Instead  of  tWm,  the  following  mixtui'e  rouy  bo  used  :  I3oiled 
milk,  I  tublesjxjonful ;  cream,  1  to  2  teaspoonful^  ;  boilotl  water, 
or  barley  water,  2  to  2^  tHbloapooDfuls;  sugar,  one  small  lump; 
lime  water,  1  teaspoonful.  Th«  lime  water  should  not  be 
boiled,  but  should  bo  added  whg 


milk  has  cooled  down. 
If  the  child  ih  not  -tatialiod,  it  should  have  more  of  the  mixture 
in  the  saino  proportions.  After  the  Itrst  month,  the  ainount 
of  milk  and  creaui  should  be  increaseil  and  the  water  ((rodually 
lessened. 

Cream  Misture,  ready  prepared,  can  be  got  from  some  of  tho 
dairios.  It  can  be  easily  prepared  at  home.  Take  one  pint 
gO(x1  milk  and  add  an  equal  quantity  of  water,  strain  and  put 
in  a  clean  dish  with  a  tap  or  a  Hmall  hole  with  a  cork  in  it, 
tmar  the  bottom  ;  lot  it  stand  for  an  hour  in  summer  and  two 
hours  in  winter  ;  then  draw  otT  the  lower  half.  What  is  left 
will  contain  the  cream.  It  should  Ik*  boiled,  and  before  feeding 
you  add  a  little  lime  water  and  siij^r.  If  it  is  found  ioo  rioh, 
it  should  be  diluted  further. 

What  is  known  as  artificial  htiuum  milk-  is  now  being  Hup- 
pli(Ml  by  some  of  the  [Hr>;e  dairies.  It  uau  be  mode  at  home 
quite  easily.  Let  the  milk  stand  until  the  cream  has  risen, 
then  skim  the  cream  otf.  Divide  the  skim  milk  into  two  equal 
portions,  and  to  one  of  these  add  sufficient  rennet  to  curdle  it. 
.  Strain  the  whey  from  the  curd,  then  mix  the  whey,  the  skim 
milk,  and  the  cream  together.  The  ourd  is  thrown  away. 
This  mixture  is  easily  digested,  as  it  only  contains  half  as  much 
curd  as  ordinary  cow'tt  milk,  but  it  is  not  identical  in  quality 
with  human  milk,  as  there  is  too  little  proteid.  U  does  not 
keep  1ont{,  bo  ghoald  bL*  freshly  prepared  daily. 

There  are  rlttTererit  furmsof  Itultles  used  for  admiuistoring  the 
food.     The  one  most  usually  cmploytxl  has  a  long  tube,  but  It 
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IS  11  vury  biici  forai.  It  is  luuiit  liitticult  to  keep  cleaa,  and  ihn 
is  always  a  temptation  to  leave  the  child  in  itu  cot  with  tbf 
bottle  by  its  aide,  with  the  reanlt  that  it  will  greedily  emptv  it 
aad  (hen  go  ua  swallowing  air  until  the  stomSoIT^^^Tuat^ 
tended,  and  a  nan  attack  or  colli;  will  follow.  The  best  iorm<i 
bottle  is  cue  in  which  the  leal  is  Jllflp&d  on  the  end.  It  a 
eadly  kept  clean,  and  the  child  iiiuat  be  held  on  the  knee  whik, 
it  is  taking  its  drink.     The  bottle  should  be  tilted  sulBcieDl 
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keep  the  teat  full,  and  nr>t  m  allnw  of  ^Jr  |jflyji||f^-ai.,^„.^  . 
as  Hoon  lis  the  drink  in  finishtxl,  the  teat  should  be  talcen  boo 
(he  baby's  muutb.  The  bottle  Bhuuld  then  be  thoronghl} 
washed  and  kept  standing  in  a  soda  or  boracic  acid  sola 
At  least  two  bi:itt1es  are  necessary.  It  i»  of  the  atnK>st 
tance  to  keep  them  perfectly  clean.  If  the  least  quantit 
sour  milk  is  ^ven  to  the  child,  fermentation  will  be  set 
the  mtomaeh,  and  an  attack  of  inflammation  be  brought  on. 
hot  weather  it  requii'es  very  f^reat  csautiou  to  avoid  this.  A  to- 
called  "  pacifier  "  should  never  be  f^ven  to  a  child  to  keep  ii 
quiet. 

Besides  cow's  luilk  there  are  many  other  forms  of  artifiogL 
food  used,  and  some  of  them  give  excellent  results. 
them  are  purely  vegetable,  and  for  that  reason   thev 
never  be  used  alone.     Only  those  which  are   to  be 
milk  are  to  be  used.     They  do  admirably  after  the  ftr«t  1 
months.     When  a  child  has  cut  a  number  of  ila  teeth,  h  i 
amount  of  starchy  food  can  be  given  to  it  once  a  day,  euob*^ 
boiled  .bteail_and_  milk,  or  finely    made,  well-boiled  porridii 
When  it  comes  to  be  about  a  year  old,  it  may  have 
and  milk  in  the  morning,  and  at  noon  maahed  potatoes 
gravy,  oocauiotmtly  beef  or  cliicken  tea,  soft  boiled  ej^,  or  miUt; 
pudding,  and  of  course  milk  to  drink,  with  some  barley  wM 
For  its  afternoon  meat,  bread  and  milk,  or  broad  and 
At    bod    time,   milk   and    biscuit,  ur  perhaps  porridge 
After  eighteen  months  of  age  it  may  have  a  little  meat  or 
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tloes  off 
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*nd  a  little  cocoa  muy  be  added.  Milk  should  enter  largely 
into  the  diet  of  a  child  for  the  first  six  or  seven  years  at  least. 
There  is  nothing  better  than  porridj^e  and  milk  for  the  breakfast 
of  a  growing  child.  The  food  should  be  given  at  regular  and 
stated  intervals,  and  eating  at  odd  times  should  not  be  allowed. 
Fruit,  such  as  the  pulp  of  grapett,  may  be  given  tu  a  year  old 
child,  and  a  little  later  on  ripe,  cooked  or  uncooked,  simple 
fruits  are  beneficial.  Green  or  over*ripe  fruit  should  never  be 
given.  As  regards  sweets,  the  fewer  children  have  the  better 
for  ihem.  HtimulantK  should  never  be  given  unless  in  a  time 
of  illness. 
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STATISTICS  OP  THIBTY  YEARS'  WORK  (1669  TO  1899  IN- 
CLUSIVE) IN  THE  OUTDOOR  AND  INDOOR  DEPARTMENTS 
OP  THE  OLASOOW  MATERNITY   HOSI'ITAL, 


The  following  Htatistics  Imve  been  compiled  iroui  the  Jouniala 
of  the  Glasgow  Matflrnity  Hoapital.  They  represent  the  fall- 
time  and  premature  labours  attended  in  the  outdoor  and  indoor 
departments  of  the  hospital  for  thirty  years,  from  1869  to  189S 
inclusive.  The  abortions  and  miscarria^^es  have  not  been  in- 
cluded, only  labours  with  viable  children.  Three  periods  of  tea 
yeui'8  are  dealt  with  in  each  department.  The  tliirty  years* 
work  of  cacl)  de^Mirtment  is  coinbinetl  in  two  tables,  and  finally 
the  whole  work  is  summed  up  in  one  table.  The  labouis  are 
alasflitied  according  to  their  aumbers  from  one  to  twenty,  and 
the  ages  of  the  patients  are  divided  into  five-year  periods 
beginning  at  tifteen  and  endin;^  at  lifty-live.  The  married  and 
single  have  tweii  kept  separate.  The  fatal  cases  ai*e  tabulated 
in  the  small  columns  to  the  loft  of  the  others.  I  have  hatl  to 
umit  perhaps  500  or  BOO  cases  where  the  age  or  number  of  the 
condnement  ha^  not  been  noted,  but  none  of  these  were  fatal 
ones,  The  causes  of  death  ai**^  recorded  under  two  heatliugs — 
(1)  Causes  primarily  due  to  {tarturition,  and  (2)  Causes  not^ 
primarily  due  to  partuntion.  Under  the  first  headmg  I  have 
included  the  few  oases  in  which  do  cause  of  death  was  given. 
Home  of  these  probably  belong  1o  Class  2,  but  their  number  i» 
so  small  that  they  do  not  much  influence  the  tinal  result. 

The  opci-ative  cases  and  the  serious  compHcations  have  also 
been  tabulated.  The  fever  cases  and  some  of  the  aeptica?mia 
ones  wore  transfen-etl  to  the  Fever  Hospital.  Through  the 
kindness  of  Dr.  Dick,  a  former  Maternity  resident,  I  have  been 
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The  records  of  the  cases  hftve  oi 
kept,  bat  of  course  tbera  are  bound 
beeo  luost  parbiculur  aboul  the  fa 
onea  which  would  be  sure  to  be  rec 
has  boon  doDC  b}'  mysolf.  I  can  spea 
to  Lbe  tableB  being  a»  nearly  aocuial 

To  diaou&s  Ihe  oases  projwrly  ai 
neoessary,  but  as  space  is  limited  I 
few  of  the  outstanding  features  ano 
for  themselves. 

The  outdoor  cases  are  the  more  v 
conditions  under  whioh  the  work  ia  d 
those  uf  ordinary  privult^  uiidwifer) 
indoor.  The  patieute  are  attended 
nurses,  sludeots,  and  young  gradtb 
uuder  the  supervision  of  the  outdo 
abnormal  casea  are  dealt  with  by  iK 
trict  accoucheurs,  and  exceptionally 
ferred  to  the  hospital,  or  are  dealt 
the  chief  physicians. 

A  study  of  the  tables  brings  out  sc 
We  shall  take  the  outdoor  ones  timt. 


!lRt  c1«cju1c>. 
2iitl      .. 
8nl      .. 
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46  1  Id  186 

02  I  in  398 

89  1  in  517 

187  I  in  300 
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Of  these  137  deaths,  46  were  due  to  septiommta.  via.  :  — 


1st  decade. 

2nd      .. 
Srd      » 


So.  at  CAMf. 

R,&G3 

12,402 

30.156 


41.111 


FauI.  Apiiruxtnuto  Propurtioa. 
IK  1  in    47& 

14  1  in    BSS 

14  1  in  1440 

4fl  1  in     mi 


This  in  a  naoet  gratifying  renult,  Itecaufte  it  has  been  fre- 
quently pointed  out  that  puei'peral  seplituemia  throuj^hout  the 
country  generally  in  almost,  if  not  quite,  aa  fatal  as  it  was  before 
the  introduction  of  aatiaeptics.  fti  our  nent  ten  ye&ra  T  am 
convinced  that  there  will  be  a  much  gi-eater  improTemeat. 

If  we  con»ider  the  total  cases  (Table  IV.)  we  find  there  were 
41,111  with  188  deaths  (1  m  21S) ;  of  these  137  or  73  per  cent, 
were  primarily  due  to  [mrturition  (1  in  300),  and  of  those  latter 
46  or  2o  per  cent,  were  due  to  Beptiuiumia  (1  in  U94j.  Takiug 
the  married  and  single  separately,  we  lind  37,338  manied  with 
104  deaths  {I  in  2:^7).  and  of  those  primarily  due  to  parturition 
118  or  12  per  cent.  (1  in  316).  Of  the  3,773  single  ones  24 
were  fatal  (1  in  157),  and  19  or  79  per  cent,  primarily  due  to 
parturition  (1  in  200).  As  one  would  expect,  the  death  rate 
among  the  single  is  considerably  higher  than  among  the 
married. 

It  would  be  interostiug  to  study  the  death  rate  according  to 
the  age  and  number  of  confinements,  but  we  cannot  go  into 
that  at  present.  I  merely  wish  to  point  out  that  the  rate  is 
verj-  high  in  primiparui  (1  in  145  among  the  married  and  1 
in  137  among  the  single),  and  it  theu  falls  among  the  married 
until  we  reach  the  eleventh  labour,  when  there  is  a  very  marked 
rise  ;  the  thirteenth  comes  next,  and  then  the  twelfth.     Among 

.     ^e  single,  nineteen  out  of  the  twenty-four  deaths  ocniuTed 

I    among  the  primiparaei. 
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We  might  take  up  the  different  causee  of  death  and  ooot 
them  during  the  diflforent  decades ;  but  I  shall  oulv  deal 
two,  ti?.,  secondary'  postpartum  htBmorrhago  and  mpto: 
the  uterus.  During  the  first  decade  secondary  postpartnni 
morrhage  occurred  seven  times  with  five  deaths ;  during  the  se 
there  were  four  cases,  and  during  the  third  three,  without 
deaths.  Tliis  clearly  shows  a  decided  improvement  in  the 
(lucbini^  of  the  third  stage  of  labour,  and  also  in  the  ireati 
of  postjiartura  htemorrhage.  The  use  of  the  hot  douohe 
undoubtedly  saved  more  lives  than  the  cold  one.  Then 
marked  improvement  in  the  results  of  the  treatment  of  prii: 
postpartum  hminorrhage  during  the  third  decode  when 
douche  was  freely  used.  As  regards  rupture  of  the  uter 
were  two  in  the  first  decade,  and  very  probably  a 
which  ia  eniered  as  a  death  from  shock.  As  the  patient 
a  few  minutes  after  version  of  a  hydrocephalic  child  whiob 
ceps  hod  failed  to  exti'act,  I  think  rupture  had  likely  oocoi 
In  the  second  and  third  decades  there  were  nine  at  least  trea 
to  a  finish,  at  their  own  homes.  There  was  a  ouse  of  m 
laueous  rupture  in  the  third  decade  which  was  transfem 
the  hospital  and  is  included  among  the  indoor  oases. 
were  fatal. 

In  considering  the  operative  work  we  learn  that  the  for 
was  applied  nearly  twice  as  frequently  during  the  second 
third  decades  as  during  the  first.  Craniotomy  was  done  i 
frequently  during  the  middle  decade.  The  proportion  of  o 
otomies  is  x*ery  small  considering  the  large  amount  of  lic 
pi'oseut  in  Glasgow.  The  explanation  of  the  small  noi 
during  the  last  ten  years  is  due  to  the  fact  that  such  «9 
are  usually  transferred  indoor.  Married  women  used  to  ol 
to  come  in,  as  the  hospital  in  the  olden  days  had  a  very 
reputation.  Happily  that  is  now  becoming  a  Ihinu  (4 
past.  The  proportion  of  outdoor  operative  oases,  taking  i 
all  round,  is  not  a  very  largo  one.  When  we  come  to  cow 
the  operativa  work  done  indoors  wo  shall  find  the  very 
to  be  the  case. 
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The  indoor  cases  are  fewer  in  namber.  but  the  death  rate  is 
oxoeediogly  high.  From  the  nature  of  the  case*  deaU  with 
it  ooald  not  be  otherwise.  I  have  already  slated  that  a  ^ood 
niany  of  the  most  diffictilt  oases  are  hronght  in  {rom  the  out- 
door department,  Besides  these  wo  have  many  exceedingly 
bad  cases  seut  iu  by  private  praotitioners  iu  Glasgow  and  its 
immediate  neighbourhood,  and  also  from  the  vftriona  towns 
in  the  West  of  Scotland.  As  a  rule,  these  oases  only  reach 
us  after  they  have  been  long  in  labour,  and  in  many  cases 
after  repeated  attempts  have  been  made  to  deliver  them.  As 
illustrative  of  this  take  tlie  eight  cases  of  ruptured  uterus  in 
the  third  decade.  Six  were  sent  to  us  in  a  hopeless  condition, 
in  [ftot  one  died  a  few  minutes  after  admission.  Of  the  other 
two,  one  was  a  case  of  spontaneous  rupture,  already  referred  to 
as  having  oocurred  in  the  outdoor  deimrtnient.  while  the  re- 
niaiaing  one  alone  occurred  in  the  hospital,  This  was  a  case 
of  contracted  pelvis  deUvered  by  antero-posterior  forceps.  The 
promontory'  perforated  the  baek  of  the  lower  uterine  segmt;nt. 
Id  the  same  way  a  good  many  cases  of  eclampsia  and  ante- 
partum haemorrhage  come  to  ns  practically  moribund.  By 
rights  these  deaths  should  not  be  entered,  but  it  has  always 
been  the  custom  to  do  so.  If  we  followed  the  method  usually 
adopted  in  general  hospitals  of  not  oounting  such  deaths,  our 
death  rate  would  be  much  diminished.  In  the  first  decade  the 
patients  were  treated  in  the  old  hospital  which  stood  on  the 
same  site  as  the  present  one.  It  was  pulled  down  in  IbTO  and 
the  present  one  put  in  its  place.  The  old  building  was,  1 
believe,  unsuitable  in  many  ways.  The  pi-csent  one,  which 
was  opened  iu  January,  1881,  falls  far  short  of  the  require- 
ments of  the  present  day.  The  labour  rooms  ai-o  far  too  small, 
there  is  no  operating  theatre,  and  no  isolation  ward  for  septic 
oases.  1  believe  the  old  building  was  coudenmed  because  of 
so  many  of  the  cases  beootning  septic.  If  stone  and  lime  were 
at  fault  the  new  building  should  have  been  free  from  this,  but  a 
study  of  the  cases  treated  during  1881  shows  the  same  series 
of  high  temperature,  with  occasional  fatal  cases  of  sepsis,  as 
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(^uito  evideut  to  me  when  I  loc 
DecemJwr,  189G.  that  the  patient 
wards.  Napkins  to  receive  Che  I 
over  and  over  again.  Thoy  were 
xupposeil  tu  be  boiled.  F  had 
napkins  tested  baoterioiogioally.  n 
in  )»th.  My  Huspiciona  were  oo 
of  the  hi^'h  tempera turea  made  pit 
tilted  up,  and  sioce  then  everyth 
with  the  patients  has  been  BteriUt 
are  now  toed,  and  burned  when  no 
precautions  are  adopted  during  thi 
During,  or  immediately  tklier  latx 
except  in  operative  cases,  cMoa 
cases  with  »  sepiio  vaf^inal  disc 
loaoerated  foatus.  Vaginal  exam! 
an  possible,  and  only  after  the  pa 
been  thoroughly  cleansed.  The  ei 
are  rendered  as  aseptic  a»  pos^^ib 
a  lubricant.  All  inatrument:»  ar 
betug  osed.  The  result  ia  that 
temperature  from  septic  ahsorptio 
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in  the  hospital  than  in  any  previous  year,  and  ihia  year  &bowa 
a  marked  increase  over  last. 

We  shall  now  examine  the  indoor  ca&e». 


1st  decade. 
2ud     „ 
3rd      „ 


No.  ol  c-«M>«. 
•i,90Cl 


TkuI  Fatiil.  Ap|fnixiiiut«  Prtiponlifn. 
ftl  \  in  b» 

63  1  in  46 

9tf  1  In  44 


10,179 


2LS 


1  in  46 


This  showB  a  marked  rise  in  the  death  rate. 

If  we  take  the  deaths  primarily  due  to  partuntion.  we  find 


So.  at  Ckjoi^. 

Kiital. 

A|t|>n<KiiaHt«  Prapurtlon 

iBt  decodfl, 

2,900 

«) 

1    ID  74 

and 

S.097 

«s 

1    ill  56 

3id      „ 

4,829 

S6 

1   ill  TAi 

10.17U 


1  ill  fi7 


[This  still  shows  a  steady  rise. 
Of  these  178  deaths,  95  were  due  to  aeptioAmia,  vU. :— 


tu  decade, 

X(>.  of  C*»««. 

KaUL 
20 

Appmichul«  PiNvp(irti<)ii 
1  in  US 

3nd     ., 

i.ay? 

31 

1  in    <Jd 

art     .. 

4,32a 

44 

1  in    99 

10.179 


9A 


1  in  107 


The  proportion  of  deaths  from  sepsis,  as  comimred  to  other 
deaths  primarily  due  to  parturitioD,  is  practically  the  same  in 
the  first  and  thinl  decades  (rf^.,  50  and  bl  per  cent.),  but  it 
is  alightly  (greater  in  the  second  (tiO  per  cent.).  Id  the  first 
decade  the  cases  wore  treated  in  the  old  hospital,  in  the  second 
most  of  them  were  in  the  new  buildings',  and  the  remainder  in 
a  temporary  hospital. 

Taking  the  total  oases  the  entire  death  rate  is  1  in  48  ;  from 
caoaes  primarily  due  to  parturition  (84  per  cent,  of  the  total 
deaths),  1  io  bl ;  and  from  sepsis  (63  per  cent,  of  those  primarily 
due  to  partuntion),  i  in  107. 

Id  oousiderint;  the  outdoor  cases  we  saw  that  the  death  rate 
has  [alien  markedly,  while  in  the  iudoor  oaaeB  we  now  see  the 


Mdwwh. 

Forcepii 

G8     I  in       44 

Voratou 

SI     1  io     141 

CraniotoDiy 

3    1  ia  UW 

Inrluction  of  iftlmur 

i     I   in  I4f«> 

Cvsariao  section 

.. 

post-monem     ... 

Toial      ■        •        951     1   in       :^2 

la  the  same  way,  if  wo  compa 
a  single  glance  will  show  the  en 
Take  the  cases  of  aatepartum  bs 
the  first  decade  there  wore  two 
fatal),  and  one  ca»e  of  aooidenta 
sixteea  oases  of  placenta  prtevia 
accideutul  hiemorrhage  in  a  sum 
third  there  were  forty-five  oaaea 
and  twenty-eight  of  accidental  h 

In  the  first  dooado  the  coses 
the  proportion  of  bod  cases  w 
outdoor  department.  During  t 
more  abnormal  cases  have  been 
The  increase  in  the  operative  v 
more  freiiuent  use  of  the  (orc^ 
of  the  operations.  It  goes  witl 
applied  very  touch  more  trequi 
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delivery  is  only  possible  in  the  Walcber  position.  That  the 
early  applicatian  of  forceps,  and  iherefore  their  more  frequeat 
use,  is  beoefioi&l  to  the  patients.  Is  abundantl}*  proved  by  the 
results  in  the  diftereat  decades.  In  the  first  decade,  of  the  68 
cases  12  died  (i  in  (3) ;  in  the  second,  of  the  307  cases  8  died 
(1  in  38) ;  and  in  the  third,  of  the  560,  7  died  (1  iu  93).  In  the 
second  and  third  decadus  some  of  these  fatal  foruops  cases  were 
really  ca^ti  of  antepartum  hai.norTha^e  and  eclampsia,  whereas 
in  the  first  decade  so  few  of  these  complications  were  dealt  with 
that  exceedingly  few  of  the  fatal  foroeps  casBs  could  have  been 
of  this  nature.  Se^isis,  shock,  and  exhanstion  were  the  causes  of 
death  in  forceps  cases  in  the  first  decade. 

Vorsiomt  und  inductions  of  labour  havo  also  I>den  much  more 
frequent  iu  the  last  two  decades.  Taking  the  major  o{>eratious 
of  craniotomy  und  CiesariaD  section,  we  see  a  verj'  great  in- 
crease. It  is  very  extraordinary  that  in  the  lirst  decade  only 
two  craniotomiee  were  necessary.  One  of  these  was  fatal.  Very 
few  cases  of  contracted  pelvis  were  dealt  with. 

Deformity  of  the  pelvis  from  rickets  is  so  very  common  at 
the  [U'esont  day  that  wo  are  practically  never  without  one  or 
two  cases  in  the  hospital,  and  have  sometimos  had  as  many 
as  eight.  Within  the  last  two  or  thite  yej^rs  fully  10  per  cent. 
of  the  cases  have  had  contracted  pelves,  and  by  that  I  mean 
with  a  true  oonjugnto  of  from  3}  inches  downwards.  We  hare 
many  others  with  very  slight  contractions.  From  the  study  of 
the  records,  it  aeems  to  nie  that  rickets  could  not  have  been  a 
very  common  disease  among  the  infants  of  fifty  years  ago,  but 
tliat  after  that  it  nmst  havo  become  much  more  common.  M 
the  present  day  we  are  deahng  with  the  results  of  the  disease 
of  from  twenty  to  thirty  years  ago.  Su*  Hector  Cameron 
recently  remarked  to  me  that  he  was  quite  convinced  that 
rickets  was  now  on  the  decline  in  Glasgow,  From  a  much 
more  limited  experience  I  had  oome  to  the  same  conclusion. 
Fifty  years  1^0  the  city  was  not  nearly  so  overcrowded,  and  f 
take  it  that  the  poor  lived  more  on  oatmeal,  and,  what  is  of  the 
greatest  consequence  to  the  mfants,  they  were  brought  up  on 
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improving  the  {lublio  health, 
years,  I  imagine,  the  number 
diminish,   but  ni  the  preaent 
results  of  the  disease  when  it 

The  proportion  of  other  com] 
I  have  alrejidy  pointed  out,  mar 
in  a  hopeless  oonditioa  when  an 

If  we  DOW  Gomparo  the  pr 
mskrried  and  single  of  the  thrc 
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laC  dooada, 

810 

11 

and     .. 

SSO 

97 

Sfd       .. 

1.06a 

60 

Total, 

s.9oe 

1 

Iftdcoada, 

2.iao 

M 

and    ,. 

S.067 

aP 

aid     ,. 

2,759 

ao 

Total.         6,986 
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Tt  is  rather  ourious  that,  exoep 
rate  among  the  married  io  muot 
m  the  three  decades,  the  deaih  , 
double  that  among  the  single, 
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In  Table  IX.  we  have  the  whole  <^  the  oaees  combined. 


Married, 
Single, 

Total, 


10,749 
51,290 


ToUl  FataL 
271      1  in  160 

130       1  in     83 

101       1  in  128 


Primarily  dae  to  Parturition. 
207      1  in  196 
108       1  Id  100 


816      1  in  164 


The  death  rate  among  the  single  cases  all  over  is  thus  seen 
to  be  much  higher  than  among  the  married.  The  death  rate 
among  the  primiparse,  especially  among  the  single  ones,  is 
much  higher  than  with  subseqaent  births  until  we  reach  the 
eleventh  among  the  married,  when  it  reaches  its  highest  point 
(1  in  42). 
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Abdominal  bintler,  131). 

—  prcKnani'v.  ir>it. 

Adherent  menihrnne.%  'M\i.          ^^^H 

Almrtion.  16U-I86. 

—  placenta,  310.                                  ^H 
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—  ei^nt*  nn»i  symptoms  of,  172. 
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—  spurimip,  184. 
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treHtment  of,  177. 
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—  lime  of  occiirronce,  l(i7. 

AmputAtiona,  foetal,  683.                     ^| 

—  treatment,  prophylactk*,  185. 

Anasnrca  of  fcetUB.  303,  562.           ^^H 

—  tubal,  171. 

Aniemia,43.                                    ^^^| 

—  varieties  of,  171. 

—  {^lernicioue  in  pregnancy,  43.    ^^^| 

Abfloefij?,  manimary,  614. 

AnresthcEiia  in  labour,  621  ri  wy.    ^^H 

—  —  in  infant,  686. 

—  spinal,  621  et  mq,                                 H 

—  of  Bartholin's  f;]andB,  80. 

Aneurism,  53.                                        ^| 

—  pelvic,  481. 

.Anchylosis  of  pelvic  joints,  287.         ^| 

.\eai'diuo  monster,  Ml. 

Anencephalic  montiter,  653.                  ^| 

At-cidcntal  liR'niorrha)(c,  189. 

Antollexion  of  gravid  uteru»,  82.         H 

Aeeouchnrunt  forel  in   aocidnntal 

Antepartum    hremnrrbagi'.     180        ^| 

hcmurrhage,  1U8,  200. 
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AppendtfUls  in  pregnuncy.  3t». 
Appetitft  I'mvinjj^  34. 
Areola,  10. 

Armninf^^ntariuin,  132. 
Arnifi,    tloUvery    of,    in    lii^eevh 

—  fracture  of,  3'J8. 

—  upward  displacement  of,  324. 
A^-ao^enlulll  of  bud,  1U3. 
Artificial  dilatation  of  •■:er\*k*al 

cjiual,  540. 

—  feeding  of  itifiiiit.  tl02  rt  nh/. 

—  human  niillc,  611. 

—  respiralioti,  571. 

Aftcites  a>f  a  i-ause  of  delay  in 
lftl>our,  2:^7. 

—  foetal.  :«W. 
Asopsiit,  :t. 

Aspnyxia  neoaatorum,  560. 

—  livtda  and  pallida,  571. 
Auj'h  milk,  tI07. 
ARlhiiia  in  pri>^nanry,  67. 
Atresifi  of  os  uteri,  237. 

—  —  pulmonarvarierr  in  child. 

570. 
Attitude  of  ftetus.  117. 
Ausfultation,  14. 
AuvanlV  cnrattiaed  tnfitruiuent, 
546. 

—  —  —  delivery  will*.  5fiO. 
Axis  of  ibe  pekis,  IIB. 
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T^ARiAs  section.  669. 

—  -  pogt*niorttim,  608. 

—  —  utiJer  a^iinal  amcRthwia, 

rm. 

Calculi,  i*enHl,  34. 

—  vesical.  1H». 

after    Cit&ariuu     ^tection, 

6«2. 
Cain*er  of  i-ervix  in  pregnanev, 
157. 

labour.  241. 

Caput  vuceiidanuuni.  124. 
Cardial.-  (lisea^o  in  pru^niiiicy,  ^3. 

lalxuir.  Ml. 

—  puerperium,  500. 

Careof  rhilddiiriDgpuorptirluni, 

152. 
Carub,  cui-vu  of,  117. 
Casein  of  milk,  tKr2. 
Catheterization,  4:17- 
Caul.  123,570. 
Cellulitis,  pulvic,  47u. 
Ccpbalic  version,  52(i. 
Oeplialotribe,  645. 
Cervix,  atresia  of,  237. 

—  changes  in,  13. 

—  dilatation  of,  ^M, 

—  hy[)ertrophy  of,  241. 

—  impuctionof  anterior  lip,249. 
-~  laceration  of,  466. 

—  maliffnant  disease  of,  80, 157, 

242. 

—  rigidity  of,  240. 

—  rupture  of,  227- 

—  t<hortenin^  of,  235. 

—  fitilL-hing  of,  457. 
Ces.*iation  of  monRtruatinn,  7. 
Champctier  do  Kibe«'  ba^,  540. 
Chancres*,  wh,  90. 

Child,  abnornialitiei*    and  dl«- 
eascft  of,  r>H3  ri  Ktif. 

—  Buddon  death  of,  59(1.  . 
Chloral  in  eclampsia,  308. 

rigidity  of  the  i:ervix,  337, 

243. 
Chlon^fiirm,  521. 
Chorea,  73,  517. 
Chorion,  cystic  degeneration  of, 

LSU. 

—  retention  of,  316. 


Cic«iriee6  in  vagina,  260. 
Clavicle,  fnitture  of,  679. 
Cleant^ing  the  |>atient,  135, 139. 
Cleidoloniv,  551. 
OInb  feet,  583. 

Cocaine   in    rigidity  of  cervix, 
240 

—  spinal  injection  of,  522. 
Coccyx,  movability  of.  115. 
Cold  In  hiemnrrhas;e,  219. 
Colostrum.  V*2,  5y9. 
Complex  Inbour,  12G,  237  <t  f"rq. 
Concealed     accidental     hiemnr- 

rha^,  180. 

—  postpartum  hwmorrbago,  217- 
Conjugate    diameter  of    pelvis, 

115. 

how  to  lengthen,  3B6. 

Constipation,  28. 
Contracted  pelves,  262  H  m{. 

measurement  of,  263. 

Contraclioaa,  ulcrtnc,  182. 

—  —  irregular.  247. 
Convulsions.    Sw  Ectamp^ia. 

—  in  new-born  child,  597. 
Cord,  dressing  of.  152. 

—  liK^morrhage  from,  592. 

—  knots  on,  570. 

—  ligature  of,  137. 

—  prolapse  of.  137.  337. 

—  round  the  ne<!k,  137.  303. 

—  separation  of,  152. 

—  i^eptic  infection  of,  594. 

—  shortness  of,  303. 
Ooraea.  opacity  of,  270,  580. 
Cow's  milk.  G06. 
Coxalgic  pelvi?,  291. 
Cranioclast,  544. 
Craniotomy.  549. 

Crejim  mixture,  611. 
CtiSd^'it  methodof  cxpreaaing  the 
placenta,  317. 

preventing  ophthalmia, 

588. 
Crotchet,  549, 

Curetting  afti^r  an  abortion,  181. 
Cyanosis  of  new-born,  569. 
Cystitis  in  pregnancy,  40. 

—  —  puerperiuni.  435. 
Cyetocele,  249. 


UDLiuua  luvniij  uiuuiiib,  iiu. — 

l>i'i'i<iu">ma  iiialiKnuni,  W2. 
l)efiirmili**H,  pelvic  2t>2  ''  -"-y. 

-  of  foptus,  302. 
Deliriiiin,  M8. 

Oepre^sinn  of  frontal,  ATT. 

-  —  nkiill,  578- 
Dpa.'flDt  of  honii.  t2rt. 
DijibelBs,  33. 
Difi^niml  roiijiiffiitii.  203. 
DinmptPDs  of  [iplvip.  U4. 

-  —  fretal  lieatl.  119. 
Diarrliuofi  in  pregnnncy,  29. 
Diot  in  ntbuminurin.  33. 
infancy.  ftl2. 

-  —  puorjieriuni,  149. 
Dilatation   of  the  birth  -  rnnal, 

23rs. 
Oilalur,  Barut'w',  540. 
Bn?./i'B,  540. 

—  HfRar's.  MO. 

—  i'ham|»elipr  do  Ribo?',  M4). 
Diphtheria.  107. 
Dtsinrations  573. 
Displaremcnt  <if  arm**  in  breoch 

«.*aftt.'8.  324.  328. 
DiH|)!n('«mienu  of  i\w  uloruA  in 
prt'gnancy,  81. 

—  -    puorperinm.403, 

DoMria    on  Bpiiial    annp*th>*Hla, 
524. 

—  —  imliii'tion  nf  lalKinr,  BQA. 


^^^^^^^^^^^^^^^^^^^^^^H               ^^^^^^r                ^^^^^^^1 
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^^^^ 

Face  presentations.  306. 

Forcei*,  ax  is- tract  ion,  530. 

Kalloiiiiui  tuboti.,  tuinourB  nf,  81, 

—  —  —  ntnouTit  of  forvo  to  use, 

Kftlsfi  pains,  121. 

^M. 

Fet'itiiitf  of  iiifftntv  fi98  et  h^. 
—  Iidules.  till. 

—  appliuation  of,  632. 

—  —  —  cuuiiition  In  which  lo 

Fevers,  !*pei'ific.  in  pri>^n»nt.*y,  US 

apply,  531. 

et  fq. 

—  po8Uirin  of  patient,  532. 

Fever,  puorpcral.  4*>ri. 

traction,  5:15. 

Femur,  fracture  of,  32B.  579. 

rertiu  turning,  a30. 

Fit>roiil  iiimours  in  pre^nancjr, 

Forewaters.  122. 

80. 

Fractui-es  in  ut^ro,  573. 

_   Iftbonr,  252. 

—  iluring  delivery,  274,  fi7tt. 

Fillet,  328. 

—    _    —   nf  flkull,  574  ri  ««;. 

Finger  nails,  Uigeu»e«  of.  in  preg- 

Frrenum    linfoiie.  Hhorine«t^  of, 

nauev%  7«. 

685. 

Fittfturo  of  anuii,  4&5. 

Frontal  bone,  depreti^ioD  of.  577. 

—  —  nipple»,  514. 

Fundus  uteri,  heigfit  of,  12,         ^_ 

Fiotuln,  roeln-vnuiunl,4n<X 
—  voftico-vn^inAl,  30,  444. 

Funic  presentation,  'XVJ.             ^^^^ 
—  profapjse,  337.                           ^^^M 

uterine.  448. 

—  Koiilfle,                                      ^^^H 

—  —  utero-viiginal.  448. 

Funnel-.tliaped  pelvis,  288.           ^^^| 

uretero-vimiiial,  449. 

^^^H 

Pita,  eelatnpiir     .sVj-  Bi-UinpftiH, 

OaL&CTOCBLB,  615.                             ^^^1 

—  epiloptir,  3<[2, 

Oall  atones,  30.                                     H 

—  hysterical.  ;W2. 

Uenital    organs,    comuHcaiionti       ^| 
cooneetod  wit  i,  7i*.               ^| 

Flat  pelvis,  2«ft. 

Flixioi),  128. 

—  —  of  child,  injuries  to,  582.    ^^H 

FU'filiv  mule,  174. 

Ulvcosurin,  33.                              ^^^H 

Flnaiing  kidiit'v.  37. 

(kj'at'H  milk.  607.                           ^^H 

Fujtal  allilntle.'ll". 

Gonorrhtra,  89.                               ^^H 

—  roniiilifutinu*.  337- 

—  bejKl,  118. 

Gonorrheal  rheumatism,  493.           ^M 

Gums,  JuHaramation  of.  22.         ^^^H 

illaineterB  of,  IIW. 

^^^^1 

—  —  injurtflft  to.  274. 

U.KMATOCBtR,  160.                               ^^^| 

-    —  lai-ge  sizf  of,  SilH). 

HR'iiiatotna,  231,  250.                     ^^H 

ossification  i>f,  3»iO. 

—  i>f  external  genltaU,  167.         ^^^H 

~  heart  stounds,  14. 

Ilipmiituria.  :U,  434.                               V 

-  mnveineritK.  n. 

Hiemophilla,  62.  15t).                    ^^M 

—  parts  easily  foil,  9. 

—        infant,  15ti.                            ^^^^| 

Fcetus,  habitual  death  of.  431. 

Hfcmoptysijt,  09.                           ^^^H 

—  malformations  of,  302. 

Htemorrhage.  aecidenta).  189.           ^H 

—  papvniceou*.  341. 

—  —  letiology  of,  190.                   ^^^B 

Konlanelle^,  118. 

~  —  lUagnoMB  of,  193.                 ^^^1 

Fnoil,  evidential  t'lenieiitn  of.  fi02. 

—    —  prognosis  of,  191.                  ^^^| 

—  proper,  fur  infanta,  tii)6. 

limeof  uccurrenceof,  liw.  ^^H 

—  preparation  of.  tKW. 

treatment   of,  196.                     ^M 

Foot  presentation,  321. 

—  —  eoncealoci    treatment    of,        ^M 

-  club.  683. 

200.                                               ■ 

Foramen  ovale,  elosnre  of.  filW. 

—   from  blood  diseases,  166,         ^^^H 

—  uon-closure  of,  oBo. 

cord.  592                               ^^H 

i 

^1 

nrar- 

—  —  the  pnerporiiini.  228.  234. 
-  imture's  melliod  of  cliwking, 

200. 

—  post-partum,  210  rf  m/. 
atonii',  21T. 

— causes  of,  217. 

—  —  din^iiosie  of,  218. 

—  ~  piiiniirv.  217 

soconilftry.  217,  22H.  2:n. 

signs   auU  svmpiotiiH  of. 

217. 

traumatic,  217,  225,  228. 

treatment  of,  218. 

—  8uI>coiijuncti\'nl,  580. 

—  iiiinvoidahlo,  202  ((  My. 

—  —  Ciesuriun  aectiou  ui,  214. 

—  —  dia^nositt  of,  209. 

—  -  prognosis  of,  210. 
limo  of  oei-'urrenco,  207. 

treatmont  of.  210. 

Hemorrhoid  a.  30. 

—  prolapeod  and  iullanied,  454. 
Head,  foetal,  diiimetore  of,  UD. 

mHlpoeition  of.  ;i04. 

moulding  of,  118,  124. 

in  fai.*e  caiMW.  310. 

inovementi*  nf,  128. 

Heart  dis«a<t«  in  Ul>oiii'.  347. 
—  progtmiury,  53. 

— pui>r|ierium.  500. 

Regar's  ilitators,  54U. 
Hemiplegia.  72. 
Herpes,  78. 


♦ 


^^^^                                                                          asi        ■ 

Jftw,  trnction  on,  32C. 

Labour,    obfttruction    from    tu-          ^M 

Jellett,  on    treatment  of   acci- 

mours of  uterus,  252.                 ^^^B 

dental  hwmorrliatfe.  199. 

—  painless.  2C,  49.                           ^^^H 

—  [irenmluro,  113.                          ^^^H 

KmxEV,  congBnitAtlv  displaced. 

induotion  of,  537,                    ^^^B 

•67,  261. 

—  premonitory  svmptums,  121.      ^^H 

—  cyslk-  diseiwo  of,  37. 

—  pneternatuful.'  126,  319.             ^^H 

—  diseasus  nf,  31  tt  m/. 

-   spurious,  19,  164.                        ^^^| 

—  floHtiiin.  37.  2ttl. 

—  eei'ond  *in^o  of,  123.                  ^^^H 

—  pre^iianrv,  32.  358. 

—  third  »tage  of,  134.                     ^^^| 

Knee.  320. 

delayed.  317.                  ^^H 

Knotting  of  cor\i.  570. 

Laceration,  cervix.  456.                        ^H 

Kyphotic  pelvi*.  'lAti. 

—  porinenm,  225.                                  ^M 

—  vagina.  225.                                       ^M 

Labia,  tedema  of,  in  M;laiiiinfiA, 

Lai^tation,  150.  599.                                H 

•MiO. 

Latenil  otiliquiiy  of  ut«ru<i,  229.          ^M 

—  varii'oso  veins  in,  52. 

Ligatnents  nf  uleraa,  inrolutioa    ^^^| 

Labour  nnd  its  luerhiiniMni.  113. 

142.                                      ^^H 

—  iHa^j'iliL-.alion  of,  125. 

Linen  nij^ra,  11.                               ^^^H 

—  clinii-a!  plienomena  of.  120. 

Liquoraninii.excuseivo  Amount,         ^| 

—  o5n»p!i!x.  I2*i. 

242.                                       ^U 

—   delay  in  firpt  «tage,  *2:tjV'244. 

small  amounr,  242.                ^^^| 

—  —  —  Bucond  stage.  2-1&-312. 

Lithopsedion,  li>4.  42.V                     ^^H 

thini  stage,  3ia^lH. 

Liver,  diseases  of.  29.                       ^^^B 

-  dr>-,  242. 

—  hiemorrhage  into,  ill  eelanip-    ^^^H 

—  duration  of.  125, 

^^H 

—  offoet  on  chWil,  124. 

in  child,  582.                           ^^^H 

—  factors,  113. 

Lochia,  143.                                     ^^^H 

—  first  9taK(^,  122. 

Locking  forceps,  531                      ^^^| 

full  time,  U3. 

Lockeil  twitiH.  345.                          ^^^H 

—  ho\T  to  conduct  lirHtHtHj,'^,  122, 

r.4>rdo:i4iB,  282.                                     ^^^H 

second  stfljio.  123. 

^^^^^^1 

tliird  Ptafje.  124. 

MAricKATiox,  420.                            ^^^| 

—  ia  a  double  uterus.  3ti*.(. 

MalAco^te<.>n.  2S4.                            ^^^H 

~~  laboniiue,  125. 

Malformalioii  of  fa>tus,  302.                 ^| 

—  lenath  of  aeconfl  Mhhv  to  be 
aU.>w<Kl,  24((. 

.VlaIpo»sition    and    malpreaenta-          H 

rion  ad  cause  of  delay  in         H 

—  liRhteninjf  Uofon-,  121. 

first  stage,  344.                       ^^H 

—  mature.  113. 

—  of  arm,  313.                                   ^^^H 

—  meclianiBm  of.  I'iH. 

head.  tfOi.                              ^^H 

—  —  in  hreeL-h  ra^es.  322. 

Malprei-entfttionB  of  head.  3(MJ.             ^M 

-   face  oa*iM,  308. 

Mamma  in  pregnancy.  10.                    ^M 

first  position.  12H. 

—  abeeesg  of,  in  pregnancy.  514,          H 

—  second  position.  I'M. 

in  puprjMTium.  514.               ^^^B 

— tbini  |>OBition,  304. 

—  in  puerpcritim.  150,  ."113.             ^^^H 

—  —  of  third  sta;:e,  131. 

—  iiypertrophy  of,  MH.                    ^^^H 

—  ralj-sed.  126,  425. 

—  Bupernumerarv.  516.                   ^^^H 

—  normal,  12ri. 

Mammary  eontplioatiotit).  613.             ^B 

—  ob-ilruction  fruni  tnnmurs  of 

l^fniiia,  76,  51K.                                           ^B 

adauxa,  257- 

Blarriage  in  heart  disea^a,  03.              ^B 

Mastitis,  613. 

Materoai  eomplicalloaa  of  la- 
bour, 347. 

MoaslGB,  108. 

MechnnUm  of  liilMur.  126. 

~  fare  presentations,  307. 

flat  pelvis,  271. 

justo  minor  pelvia.  268. 

occipito-postcrior,  304. 

— pelvic      prestin  tat  ions, 

322. 

—  transverse      presenta- 

tionA,  s:i3. 

Mcc-nriiim,  on  flxamininfr  finger, 
321. 

MeUiiifliolia.  76,  51H. 

MRmbranpH,  aiiheiiiicm  of,  '244. 

—  —  in  thirti  stapp,  310. 

—  bag  of,  122. 

—  early  nipture  of,  243. 

—  toughness  of.  299. 
Meningocele,  3(C 
MnnopaiiHe,  fi. 
Menstrual  abortion,  UW. 
Menetruntion  in  pi-egnancy.  163. 

—  suppression  of.  7. 
Micturition  after  delivery,  148. 

—  ilifficnitv  of,   in    chiW,   152, 

583. 
Milk,  artificial,  htiiiian.  611. 

—  condensed.  608. 

—  cowa.  606. 

—  dispersal  of.  151. 

—  peptoniaed,  608. 
Miacarriafie,  IW. 

—  missed.  42!t. 
Missed  nbortion,  174. 

—  labour,  126,  425. 

.Mitral    slenoeiia,    projfnosis    of, 

:J4a 
Mole,  floshv,  174. 

—  vesicular,  186-188. 
Monster,  aeanliar,  3iL 
Monsityi^,  303. 
Montgomery'B  tnlwrclefi.  10. 
Morning  eiclcneBS,  8. 

Molhor,   care  of.  duriug  puer- 

perium,  147. 
Mniildin^rof  head,  118,  124. 

—  in  face  cases,  310. 


Movements,  fa»ii 
Multiple  pregnai 

Naeoble  pelvi«L  ] 
Naueaa,  33. 
Nephritis,  31. 
Ner\'eR.  pressure 
Nervo«>i  systom, 
of,  in  pa 
diseiises  of 

—  —  effmtt  o| 

69. 
Neuralgia,  71^ 
Nipples,  care  i 

—  chapppd,  5t 

—  Rupernnmerai 
Normal  labav 
Nurse,  wet,  i 
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I 

aerai 
tou^Jl 


Obi-wimtv  of  ute 
Obliquely  <-ontm< 
Occipilo-posterio 
(EiluDia  in  eclarn 

heart  diReii 

twin-*.  441. 

Operations  dcAtt? 
543  H  ter/, 

—  effect  of.  on  pi 

—  ol>sl:clric,  r»20i 
Operculum,  C. 
Ophthalmia  neoi 

Organism)*  of  sap 

—  —  —  method 

466. 
Ob,  ocelusion  of, : 
OsseouH  system, 

284. 
Os.«iilicalion  of  fre 
Ostoo-malaoia,  77 
Ovarian  cyst,  26a 

—  pregnancy,  81, 

—  tumour.  81,  20 
Overlaying,  570, 
Ovum,  expulsion 

Paixs,  after,  14». 

—  false  nnd  true, 
PaitiIo?i»  I.-ibour,  A 
Palpation  of  abdc 


P^^^^BJ 

«S3        1 

^H 

Papyraceous  foetus.  3il. 

Pelvimeters,  2G4.                           ^^H 

Paralysis  in  pregnancy,  72. 

Peptonuria,  34,  435.                         ^^^1 

piiorp^irium.  517. 

Perchloiide  of  iron  in  hiemor-       ^H 

Parametritis,  47ft. 

rhage,  221.                                  ■ 

Paraplegia,  7^. 

Perforation,  55U.                                   ^M 

Parovarian  cyst,  257. 

—  of  after-coming  head,  550.              ^M 

PassuKCs,   faults  nf    Mrei  stAffe, 

Perforator,  Simpson's,  544.                  ^M 

113. 

Perimetritis.  476.                                  H 

eeeonrl  Rtage,  237-248. 

Pprinoum,  centrnl  tear  of.  4A2.           ^M 

Paaaeoger,  causing  i1f<'lav.   Hrst 

—  examine,  after  deliven%  131*.         ^H 

abage,  lia 

-    how  tu  support.  1A7.                 ^^^M 

secoacl  st4i^e,  242. 

Panteurination  of  mitk,  BOO. 

—  hureration  of,  130,  2A0.               ^^H 

~  rigidity  of,  24f).                           ^^^| 

PtiU-ic-  adheaions,  H7. 

8t)teliing  of.  1:19.                        ^^^H 

—  cellulitia,  ITS. 

Peritonilie^,  pelvic,  476.                  ^^^| 

—  contractions,  method  of  diag- 

— general,  468.                              ^^^H 

nosing,  262. 

Pernicious  anaemia,  43,                ^^^H 

—  perimetritis,  470. 

—  vomiting,  24.                                  ^M 

—  peritODit)*s  47*». 

Phlebitis,  505.                                       ■ 

—  positions,  322. 

Phlegmosta  alba  dolens,  5^685.        ^M 
Phthisis,  67.                                    ^^H 

—  presentations,  320. 

Pelvis,   normal    axis,   presenta- 

Pigmentatiuu, It.                          ^^^H 

tions  of,  UG. 

Placenta,  adherent,  31j>.                ^^^H 

—   -  diameters  of,  114. 

—  delivery  of,  138.                             ^1 

inclination  of,  116. 

—  retained,  314.                           ^^H 

planes  of,  116. 

—  succenturiate,  230,  31ti.            ^^^M 

—  congenital  dislocation  of  hips, 

Placenta  prievia,  206  ft  ttq.            ^^^| 

276. 

Ciesarian  section  in,  214.    ^^^| 

—  coxalgic,  291. 

causes  of,  208.                           ^M 

—  Bat  rickety,  269. 

treatment  of,  211.               ^^^| 

diagnosis  of,  270. 

—  —  varieties,  207.                    ^^^H 

— mechanism  of  labour, 

Plague,  10:1.                                   ^^H 

271- 

Pleurisy,  69.                                   ^^H 

—  generally  contracted  ricketv, 

Plugging  in  abortion,  178-            ^^^H 

268. 

—   —  placenta  prtevia,  211.                ^M 

—  infantile,  228. 

—   —  post-partum  hoemorrhage,       ■ 

—  justo  major,  367. 

221, 227.                                          ■ 

minor,  2G8. 

Pneumonia,  65.                               ^^^| 

—  kyphotic,  286. 

Podalic  version,  527.                     ^^^| 

—  malacusteon,  284. 

Polyuria,  33.                                  ^^^| 

peeudo,  286. 

—  male,  288. 

Porro's  operation,  566.                        ^M 

in    concealed    acvidenlal       ^M 

—  Xaogele,  290. 

hiemorrhage,  201.                         H 

"  Robcn'a,  287. 

Position  of  fwlus,  118.                         ^M 

—  sarcomatoua-enrhondromaof, 

—  order  of  occurrence,  128.              ^M 

202. 

—  transverse.  332.                             H 

—  acoliolic,  280. 

Post-partum  hemorrhage,  216  tt       ■ 

—  split,  278. 

ff^.                                      ■ 

—  BpondvlolisthetiL'.  381. 

concealed,  317.              ^^^1 

PempbigiiB  neonatorum,  &U1. 

•*  —  —■  primary,  217.                ^^^| 

lUllUlD  lU,  JWJL 

—  (MH'ondary.  113. 

—  —  failiiri^  in,  247- 
Pregnancy,  abdominal,  169. 

—  diagnoVig  of.  1(3-20. 

—  duration  of,  20. 

—  ectopic,  158  ff  atij. 

—  infundibular,  159. 

—  interstitial,  1S9. 

—  intra-ligamentous,  I5ft. 

—  kidnev  of,  35a 

—  multiple,  338. 

—  ovarian,  159. 

—  signs  and  symptoms,  6-18. 

—  spurious,  19. 

—  i;ubperiloneo-|>elvic,  169. 

—  tubal,  159. 

—  tubo-abdorainal.  159. 

—  tubo-uteriae,  159. 
Premature  labour,  iTiduetion 

637  ft  Mq. 
Preflentation,  117. 

—  breech.  320. 

—  face,  30(J. 

—  funic.  337. 

—  irregular,  319. 

—  Lransvcrso,  330. 
ProIapRci  of  cord,  137.  337- 

uteruK,  4ti3. 

Promontory,  double,  2fifi. 
Prurilis,  78. 
Pseudocywia,  19. 

—  malacosteon,  28il 
Ptyalisruj  9,  ^3.  _         
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Pepfle  infection  of  cord,  51M. 

Symphysiotomy,  A6fi  «f  uq.          ^^^| 

Sex  of  twinn.  Mft. 

SvDcopc,  AOO.                               ^^^M 

1      Sho.'k.  r>oi. 
P       Show*.  121. 

.SVphifis.  90.                                   ^^H 

—  effect  upon  fcetus,  92.              ^^^H 

—  ■ p  aceuta,  91.                   ^^^H 

Shoulder  prosonlatiou,  330. 

Signs  of  prtwrnancy.  6-18. 
Simpfion  fi  hnnilysl.  i54K. 

Syphtlitif>  eruptions,  591.             ^^^H 

^^^H 

—  fon-ops  530. 

TBMi'EttATL-RK    in    puorperium,       ^| 

—  perfomlor.  644. 

^^M 

Skin,  UiHe;usert  of,  77 

Tetanus,  497.                                    ^^H 

—  pijenienlfttion  of,  11. 

—  neonatorum,  693.                     ^^^H 

Snmll  jmx.ltri. 

Tlimnilviiiis,  53,  nOn.                      ^^^H 

Soufflp,  funir.  lA. 

Thru.sl),  686.                                      ^^H 

—  ulerUu'.  14. 

Thyroid   or    thymus,   enlarged,       ^| 

SoiiTids,  iK'uii,  14. 

causing       as-         ^M 

BpiLSiniidic  (irnditv  of  nervix, 240. 

phyxia,  570.            ^M 

Spina  hi rida,  ItW/SOG. 

facft  pre»entatioii,        ^M 

Spinal  anii'sthei^ia,  521  ft  nn^. 

306.                                                       ■ 

—  —  Ciesurian   section    iinrler. 

Tongue,  traction  on,  in  Asphvxia,         ^| 

52t>. 

572.                                                  ■ 

Split  iK*lvia,277. 

Ti-ansfueion,  233.                                ■ 

SpondylolistliPtic  i.>clvi»,  281. 

Transverse  preeentationf.  33U.             H 

Spondylotomy,  552. 

treatment  of,  334.                       ^M 

Spontaneous  evolution,  334. 

TriploTs,  343.                                         ■ 

—  expulsion,  334. 

Triradiato  pelvii;,  384.                          ^M 

—  recaiti<-atlon.  333. 

Tubal  abortion,  163.                             ■ 

—  rupture  of  uleruw,  418. 

—  pregnancy,  159.  H 
Turner,  !4pin<il  anieathedia,  521.           H 

—  version,  333. 

Spurious  lal>"-»ur,  19,  164. 

Tumom-f),  fibroid,  80.                          ^M 

—  pregnancy.  19. 

—  of  Fallopian  tahoR,  81.             ^^^M 

Stages  of  labour,  122,  123,  124. 

pclvift,  291                             ^^^1 

SteiiO(*i8  of  OS.  237. 

—  ovarian,  81.                                ^^^H 

—  mitral  prognosis  nf,  348. 

—  parovarian,  81.                            ^^^H 

SteriliHiilion  of  uiilk,  *ilO. 

Turning.  343.                                  ^^^| 

paiionl,  661. 

Twin  labour,  troatment  of,  343.          ^M 

S(irnmei  J>. 

—  pregnancy,  course  of.  341.  ^^^H 
Tu'ing,  binovular.  339.                    ^^^| 

Stomach,  atTeetions  of,  23. 

Striic,  toil. 

~  locked,  34o.                                ^^H 

Styptics,  221. 

—  mnlpresnntaltnns  of,  344.          ^^^H 

SubinvolutioQ,  141). 

—  pi-esentAtiona,  343.                    ^^^H 

Sudden  dealli  of  ettild,  oiHH. 

-   uniovular.  340.                           ^^^H 

Sufrarin  urine  in  preens n^'V,  33. 

Typhus,  98.                                      ^^H 

niorperinm,  43R. 

Super-feeunc  atiou,  3;VJ. 

Tymain,  34.  4^h.                             ^^H 

^^^H 

—  foetation,  33ft,  398. 

UMiiiiiciLrord,  dressing  of,  162.  ^^H 

—  involution.  146. 

hremorrhjige  from.  592.              ^H 

SuppreadioD  of  urine,  438. 

ligature  of,  137.                     ^^^| 

Suprarenal    K^and,    u%e    nf    in  | 

prolapse,  137,  337.                ^^^| 

round  neck.  137.  303.           ^^H 

hiemoprha«e,  221.                   ' 

Suturo».  UM. 

~  separation  of,  162,                ^^^H 

.^1 

1 


tios  Of,  33. 

~ *fribblinjt  of.  38. 

~ incontinence  of,  3a 

— relenlion  of,  38. 

puerporium,     abnormall 

ties.  434. 

—  acetono  in.  436. 

bile  in,  435. 

blocMl  in,  434. 

— dribbling  of,  443. 

~ incontinence  of.  445. 

— leucin,  435. 

—  peptones,  435. 

—  pus,  438. 

ret«nlinn  of.  43ij. 

SHgftr  in,  4:t5 

7:  ~. supproaston  of,  438, 

urticarifi,  77. 

Uterine  contraetione,  irr^giii 

—  inertia,  first  stage,  23«{. 

second  8tage,  24<I. 

tbirfj  Blage.  314. 

—  segment,  lower,  202. 
Uterns,  auscultation,  14. 

—  aisplacoments  of,  81.  463. 

—  extirpation  of,  in  septicemias 

—  hourglasB  contraction  of,31fi. 

—  incision  in  Creaarian  section^ 

—  inversion  of,  4fta 
-  causes  of,  459. 
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Version,  combined  internal  and 
external,  529. 

—  external,  527. 

—  internal,  528. 

—  podalic,  528. 

—  risks  to  mother  and  child, 

530. 
Vertex.  119. 
Vesicle  calculus,  39. 
Veeico  -  uretero  -  vaginal    fistula, 

449. 
Vesico-uterine  fistula,  448. 

—  utero-va^inal  fistula,  448. 

—  vaginal  fistula,  444. 


Vestibule,    heemorrhage    from, 

225. 
Vomiting,  9. 

—  pernicious,  24. 

cases  of,  24-27. 

treatment,  27. 

Vulva,  lacerations  of,  167. 

—  pruritis,  78. 

—  oedema,  360. 

Walcher's  position.  266. 
Weaning,  600. 
Wet  nurse,  601. 
Williams,  Dr.  Whitridge,  4. 
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